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PRESIDENTIAL ADDRESS.* 


THE ESTABLISHMENT OF PSYCHIATRIC STANDARDS BY THE 
ASSOCIATION. 


By JAMES Y. MAY, M.D., Boston, Mass. 


It is my privilege to submit to you on this occasion various 
observations relative to matters which will require your serious 
consideration at this session. The time has come when we must 
decide whether this Association is to assume the responsibility 
for the establishment of definite psychiatric standards which will 
unquestionably be generally recognized and accepted in this coun- 
try, or whether we are willing to leave the solution of these impor- 
tant problems to others. 

There would appear to be a well-defined tendency on the part 
of many to look upon psychiatry as the great popular playground 
of modern medical science. It seems to have a fatal fascination 
for the uninitiated, appealing to medical as well as lay amateurs. 
Those who are familiar with the history of the development of the 
psychiatry of the present day will recall the startling discovery, 
recurring at more or less regular intervals on the part of the 
ophthalmologists, that eyestrain played a prominent if not a domi- 
nating part in the etiology of the psychoses. The gynecologists 
have, furthermore, informed us from time to time that the elimina- 
tion of mental disorders was largely, if not entirely, dependent 
upon surgical interference in ovarian diseases. 

The first great invasion of the psychiatric field by outsiders 
was made by the neurologists. It must be admitted, however, in 
all fairness, that they were not altogether responsible for this 
state of affairs. When it eventually became apparent that medi- 
cal students should have some knowledge of mental diseases, it 
was felt, perhaps with some justice at that time, that this sub- 
ject was not important enough to warrant the addition of another 
member to the existing faculty. A few of the larger medical 
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schools went so far as to appoint professors of nervous and mental 
diseases. It was generally held that psychiatry was a matter of 
minor importance which could be delegated very readily to anyone 
specializing in organic diseases of the brain and nervous system. 
The more or less natural result of this plan of procedure was that 
the earlier neurologists, who were men of unquestioned standing 
in their own particular field but, with few if any exceptions, en- 
tirely without any psychiatric hospital experience, promptly under- 
took the publication of textbooks on “ insanity,” with most unfor- 
tunate results. When medicolegal experts were required in criminal 
cases, these neurologists were almost invariably called in by the 
legal profession to offer expert opinions on subjects relating to 
mental diseases. 

Much has been said about the so-called “ battle of the experts ” 
in murder trials as discrediting the standing of psychiatrists. 
It is the attitude of the law that makes the disinterested and 
impartial study of mental conditions impossible in court cases. 
Psychiatrists have endeavored unsuccessfully for many years to 
remedy this unfortunate state of affairs. It must be conceded, 
however, that differences of opinion on the part of the best men 
in the profession have never been looked upon with suspicion in 
any other branch of medicine. The decisions rendered by the 
United States Supreme Court very often show a marked difference 
of opinion on the part of those distinguished jurists. Their find- 
ings are not always unanimous, and minority reports are frequently 
submitted. In view of this fact, there would appear to be no 
reason why some honest differences of opinion should not be per- 
mitted on the part of psychiatrists. As a matter of fact, the medi- 
cal experts testifying in murder trials in many instances are not 
psychiatrists at all, and have had no actual experience whatever 
in that field. One of the distinguished experts retained at great 
expense by the State of New York over a protracted period of time 
in one of the most famous murder trials this country has ever 
known was a professor of physiology who had never’ served on the 
resident staff of any mental hospital and never had any practical 
experience in this field of medicine. None of the experts placed 
on the stand by either the prosecution or the defense in the 
recent Massie trial were members of The American Psychiatric 
Association. 
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When this country was called upon to play a part in the great 
World War, the United States Army, for the first time in its 
history, officially recognized the importance of psychiatry. The 
newly created department for this purpose was put in the charge of 
a neurologist, and this was largely responsible for the new and 
important concept, “ neuropsychiatry.”’ It was soon discovered that 
the organic neurological conditions were not a factor of any conse- 
quence in this field, and it was placed in the hands of psychia- 
trists, where it very properly belonged. An analysis of the reports 
of the Surgeon General’s Department during the period of the war 
showed that organic diseases of the nervous system were very 
infrequent. The psychoneuroses, which were, of course, of tremen- 
dous importance, belong entirely in the domain of psychiatry. The 
Annual Report of the Administrator of Veterans’ Affairs for the 
year ended June 30, 1932, shows that of the total number of 
cases of “nervous diseases” discharged during that period 2632, 
or 70.85 per cent, were functional in origin, and 1083 were or- 
ganic. The Administrator of Veterans’ Affairs reported 19,528 
neuropsychiatric cases for that same year. It is worthy of note 
that 17,454 of these were psychotic, the other types, not specified, 
numbering 2074. In other words, neuropsychiatry in the Veterans’ 
Administration, on analysis, appears to consist of 89.38 per cent 
psychiatry and 10.62 per cent neurology, which, on further analysis, 
might be reduced as not showing any organic basis. Until very 
recently, at least, the neurological out-patient clinics, services, 
and hospitals have been very largely concerned in the care and 
treatment of the psychoses and psychoneurotic disorders not 
belonging in the field of organic neurology. Of the 4398 admis- 
sions to the Neurological Institute of New York during the eight- 
een months period ending June 30, 1932, as shown by their 
own Official records,’ 54.43 per cent represented psychoses, mental 
deficiency, psychoneuroses, developmental defects, degenerations 
and scleroses involving the brain, traumatic conditions of the 
central nervous system, intoxications, infections, neoplasms, and 
various vascular disorders which almost inevitably were associated 
with well-defined mental symptoms. This number includes 505 
cases which were, for some reason, undiagnosed for the time being. 
If we eliminate these, we are warranted, I think, in making the 
statement that 61.49 per cent of the total number reported by the 
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institute come very clearly within the classification of The Ameri- 
can Psychiatric Association. If the physical diseases not belonging 
in the neurological field are also eliminated, this would be increased 
to 66.46 per cent. Dr. L. Pierce Clark,” in discussing “ The Psy- 
choanalytic Institute and the problem of Lay Analysts,” is respon- 
sible for the statement that “two-thirds of those applying for 
neurological treatment are predominantly psychoneurotic, and their 
problems are not neurologic.” 

The next great invasion of the field of psychiatry was directly 
attributable to the psychologists. This was probably due to the 
productivity of Freud and other well-known exponents of the psy- 
choanalytical school. The astonishing activity of these writers 
finally attracted the attention of the psychologists who had never 
been aware of the existence of psychiatry up to that time. It was 
not very long before they began the publication of articles, maga- 
zines, books, contributions of all sorts, on the subject of “ abnormal 
psychology,” which is psychiatry pure and simple, and does not 
belong within the domain of psychology. This question was dis- 
cussed at some length by Prof. Joseph Jastrow,* one of our most 
prominent psychologists, from whom I take the liberty of quoting 
as follows: 


Logically considered, “abnormal psychology” is the proper name for 
the entire body of doctrine, the system of interpretation, the development 
of concepts, under which the mental expert of to-day proceeds, whatever his 
direct or indirect purpose. This position of dominance may be questioned 
by the psychiatrist—literally the physician of the psyche—and the historical 
evidence favors his claim. Logically, however, psychiatry is an application— 
in its comprehensive modernized practice, the most important one—of the 
body of doctrine that abnormal psychology expounds from a yet more com- 
prehensive outlook. The stress of practice and experience is ever insistent 
and each generation must minister to it with such insight, fortified by prin- 
ciple and theory, as it commands. The mentally disturbed and defective, the 
victims of brain disorder and irregular disposition, must receive aid and 
direction; as a (medical) specialty psychiatry occupies a far better estab- 
lished field (though a more limited one) than does abnormal psychology; 
but in the logical ordering of the mental sciences, abnormal psychology takes 
the directive position. 


The psychologists soon invaded the clinical field and are now 
laying down rules intended to guide those who are interested in 
the actual treatment of the abnormal. The Association of Con- 
sulting Psychologists was founded in 1921 for the “ mutual benefit 
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of consulting psychologists practicing in education, law, medicine, 
industry, vocational guidance and social service.” Dr. Russell ° 
in his presidential address last year called attention to the very 
significant fact that one of our great universities recently seri- 
ously considered the advisability of placing a mental hospital 
entirely in the hands of psychologists, medical attendants being 
associated with them for the purpose of treating physical diseases 
only. His statement that another university, which already had 
an organized department of psychiatry, established a “ psychologi- 
cal clinic” under the direction of the department of psychology “to 
fight the complexes and nervous and mental disorders of under- 
graduates ” was equally startling. 

Dr. Paul E. Bowers* some time since called attention to a 
bulletin issued by the Graduate Medical School of the University 
of Pennsylvania which states that a specialist in neuropsychiatry 
should be a graduate of a Class A medical college, which, of 
course, means two or three years preliminary college work ; should 
serve an internship of at least one year in a general hospital ; and 
have two or three years post-graduate work in addition. In empha- 
sizing the necessity of adequate qualifications for psychiatrists, 
Dr. Bowers made the following comment: 


In view of these pertinent stipulations that have been set forth by the 
University of Pennsylvania pertaining to the preparation for the practice of 
psychiatry, I wish to point out to the medical profession and to the public 
in general that there has grown up in the last ten years a practice among 
unqualified persons to attempt to diagnose, occasionally to prescribe and not 
infrequently to generally direct the medical treatment of the mentally sick. 
Within this group of unqualified, unlicensed persons are to be found some 
teachers of psychology, social workers, psychological testers, dilettante stu- 
dents of psychology, publicists and others; these same persons being with- 
out the minimum requirements of medical training and all which that implies. 


In addition to the invasion of this field by persons referred to 
by Dr. Bowers, attention might very well be called to the fact 
that newspapers, popular magazines, and even novels are now dab- 
bling in psychoanalysis and psychiatry at very frequent intervals. 
In connection with this, it may well be recalled that one of the 
prominent exponents of the psychoanalytical school is neither a 
psychologist, a psychiatrist, nor even a graduate in medicine. 

Dr. Russell* also called your attention last year to the fact 
that the National Research Council has instituted a survey of the 
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field of psychiatry. This important movement was discussed edi- 
torially recently by a Boston newspaper, as follows: 

And now comes the National Research Council, which has asked Prof. 
Madison Bentley to try to bring some sort of order out of psychiatric chaos. 
He says, through a university announcement: “ Many are engaged in seek- 
ing a solution—neurologist, psychiatrist, psychoanalyst, biochemist, psy- 
chologist, pathologist, sociologist, mental hygienist, and others. While the 
wide resources suggested by this list of participants hold great promise, 
they are at present embarrassing. Every party urges its own methods and 
no party understands or justly values the methods and the views of his 
neighbor. The immediate results are rivalry, confusion, dependence upon 
creed and doctrine, partial views and theories and an uneconomical use of 
facts and methods.” 

The first words of this editorial, which is headed: “‘ The Inexact 
Science,” were: “At last the psychiatric cat is out of the bag.” 
That the National Research Council should have chosen a psycholo- 
gist instead of a psychiatrist to solve this difficult problem is 
worthy of serious consideration. 

At a session of the Section on Nervous and Mental Diseases 
of the American Medical Association in 1930‘ a resolution was 
adopted calling attention to the fact that: 

The problem of the mental disorders and defectives and the mental health 
of the country constitute one of the most serious situations with which 
scientific medicine is at this time concerned. 

The hospitalization and care of an increasing number of mental disorders 
and defectives constitute one of the most difficult economic situations affect- 
ing the medical profession, and 

There is in the organization of the American Medical Association no 
regularly constituted committee or body especially concerned with this 
problem. 

This resolution was presented by a former member of The 
American Psychiatric Association. The House of Delegates of the 
Association was requested to make arrangements for a survey of 
the mental hospital field. As a result of this resolution, an investi- 
gation was inaugurated by the Council on Medical Education and 
Hospitals, a body which, unfortunately, included no psychiatrists 
in its membership. Several physicians who have been engaged in 
the study of general hospitals were sent out to visit the various 
mental hospitals of the country. Practically none of the men 
delegated for this purpose knew anything about psychiatry. Some 
of them were not even members of the American Medical Associa- 
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tion. The results of this investigation have not as yet been com- 
pleted, although a preliminary report has been published.* 

The question has also arisen as to the qualification of spe- 
cialists in various branches of medicine. A resolution was pre- 
sented in the Section on Nervous and Mental Diseases of the 
American Medical Association” expressing its appreciation of 
the interest shown by the National Board of Medical Examiners in 
considering the establishment of standards for the qualifications 
of neurologists and psychiatrists, and assuring the Board of the 
willingness of the Section above referred to to participate in 
this movement. The question of qualifying specialists has been 
considered at some length by the National Board of Medical Exam- 
iners, which has not as yet, as far as is known at this time, 
definitely decided to invade this field. The House of Delegates 
of the Medical Society of New Jersey has recently taken steps 
towards the organization of a state committee on credentials for 
accrediting members for special practice.* To be recognized as 
a specialist, a member must present his request for recognition 
to the local society. If this is approved, the request is endorsed 
and forwarded to the state society for final action. The follow- 
ing qualifications of applicants wishing to be designated as spe- 
cialists will be considered: “ Fellowship in the American College 
of Surgeons or the American College of Physicians; a diploma 
from one of the National Examining Boards—ophthalmology, 
otolaryngology, obstetrics and gynecology; membership in the 
American College of Radiology or the Radiologic Society of North 
America, or membership in The American Psychiatric Society ” 
(sic). It will be observed that the qualifications prescribed for 
membership in The American Psychiatric Association will, there- 
fore, be a matter of considerable importance. The House of Dele- 
gates of the Medical Society of New Jersey will provide suitable 
certificates for such specialists as may be recognized by that body. 
A recent report of the Council on Medical Education and Hospitals 
of the American Medical Association” reads in part as follows: 


2. In 1931, the House of Delegates instructed the Council “to investigate 
and make recommendations looking to the establishment of proper qualifica- 
tions of physicians who shall engage in special practice.” An exhaustive study 
of the situation has led the Council to the conclusion embodied in the 
following resolution : 

Resolved, That should the House of Delegates so order, the Council 
is prepared to extend to other special fields of medicine the service which 
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it has rendered in the fields of radiology and pathology to the end that 
members of the medical profession and others who may be concerned 
may be able readily to distinguish those who have received training in 
the various branches of medicine from those who are merely self con- 
stituted “ specialists.” 


The Council has taken this position for the following reasons: 


(a) There are so many self-anointed but unqualified specialists in the 
field that the public, the medical profession, the trustees of hospitals, and 
government officials, are unable to determine who may be trusted to 
perform those services which require special skill. 

(b) Unless the American Medical Association shall undertake to 
make available lists of those who conform to uniform and approved 
standards in the various special fields of medicine, the multiplicity of 
other agencies attempting to perform this service will inevitably lead 
to great confusion on account of the diversity of methods employed. 
With state legislatures, state boards, state societies, and local and vol- 
untary organizations of every sort assuming to pass judgment on the 
qualifications of specialists, only chaos can result. 

(c) The American Medical Association, through the Journal and the 
Directory, has means of making its conclusions everywhere available, 
such as no other organization possesses. 

(d) For such an undertaking the biographic files of the Association 
constitute a unique and invaluable aid. 

(e) The Council already has experience in the preparation of lists of 
physicians specializing in pathology and radiology, so that the extension 
of these activities to other branches of medicine is no new and untried 
venture, but merely the enlargement of an already well established 
activity. 

(f) The financial resources and stability of the American Medical 
Association, representing as it does the entire medical profession of the 
country, give to such an undertaking a guaranty of permanence and 
continuity which no other organization could provide. 


It is quite obvious that measures of some kind will eventually 
be adopted either by the American Medical Association, the state 
medical societies, the National Board of Medical Examiners, or 
all of these organizations, for the qualification of specialists in 
the various branches of medicine, including our own, unless this 
Association decides to qualify candidates for specialization in the 
field of psychiatry, and insists upon a recognition of its authority 
to take such action. 

Sufficient evidence has been presented, if any were needed, 
to show conclusively the necessity of erecting definite psychiat- 
ric standards. They would be of inestimable value to the National 
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Committee for Mental Hygiene, the National Conference on No- 
menclature of Disease, the National Research Council, the National 
and State Examining Boards, the American Medical Association, 
the universities and medical colleges, the courts, the United States 
Census Bureau, the United States Army and Navy, the Veterans’ 
Administration and other public services, social service and nurs- 
ing organizations, and many other agencies too numerous to men- 
tion. The only question at issue is whether these standards are to be 
left to the judgment of neurologists, psychologists, internists, 
general practitioners, sociologists, social workers, biologists, bio- 
chemists, laymen and amateurs not occupied for the time being 
with other fads, or whether they are to be established and main- 
tained by The American Psychiatric Association. Either we must 
act, and that promptly, or yield the control of this field to others. 
This is for you to decide, but if you propose to do anything 
about it do not wait until it is too late. In view of these facts, 
some time, I think, can very profitably be spent in reviewing what 
has been done along the lines of standardization in some of the 
other specialties. 

In its branch of medical science the American College of Sur- 
geons is supreme, and its standing is unquestioned in this country 
today. That is due entirely to an unusually efficient organization 
and the establishment of exceptionally high standards. Those 
who have passed the scrutiny of the qualifying board of that 
organization are looked upon as surgeons whose preeminence in 
their field has been settled for all time. Candidates are required 
to submit evidence showing that they have served at least one 
year as an intern in an approved hospital and two years as a 
surgical assistant, or give evidence of an apprenticeship of equiva- 
lent value. Five to eight years after graduation in medicine, de- 
voted to special training and to practice, are normally the time- 
requirement for eligibility to Fellowship. If a candidate resides 
in a city of less than 50,000 inhabitants, at least 50 per cent of 
his professional activity must have been restricted to the practice 
oi general surgery or limited to special surgical fields. If he resides 
in a city of over 50,000 inhabitants, at least 80 per cent of his 
professional activity must have been restricted to the practice of 
general surgery or limited to special surgical fields. In other words, 
the College admits to Fellowship only those who are actually spe- 
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cialists in surgery. As an evidence of his qualifications, the can- 
didate must submit in complete detail the case records of 50 major 
operations which he has personally performed. In addition to this, 
he is required to submit in brief abstract a series of at least 50 
other major operations in which he has acted as assistant or which 
he has “ performed himself independently or under supervision.” 
Surgeons widely recognized by the profession as progressive lead- 
ers and exponents of finished technique may, by a unanimous vote 
of the Board of Regents, be admitted to Fellowship on recom- 
mendation of the Committee on Credentials. In exceptional cases 
the committee may recommend by unanimous vote that a candidate 
be received by the Board of Regents without the requirement of 
an examination. All of the records submitted as outlined above are 
passed upon by a Central Committee on Credentials. The Fellow- 
ship fee is $100 and the annual dues $25. 

Membership in the American College of Physicians is divided 
into three classes: Fellows, Masters, and Associate Members. A 
Fellow must be more than 29 years of age and must have received 
his degree in medicine at least five years prior to the time of his 
election. Those eligible for Fellowship must be members of the 
medical profession engaged as practitioners, teachers, or research 
workers in internal medicine or in an allied specialty. In the case 
of a practitioner without a teaching or important hospital position, 
or of a candidate not engaged in the practice of clinical medicine, 
a minimum of 50 clinical reports upon patients who have actually 
been under his care in an approved hospital must be submitted. 
He must also submit a report of at least five autopsies written up 
in full detail and performed personally by him or witnessed in an 
approved hospital. These reports must be vouched for by at least 
three members of the staff of the institution in which this experi- 
ence was obtained. Candidates who are not teachers or permanent 
laboratory workers must have been in the practice of medicine in 
a permanent location for at least five years before being considered 
eligible for Fellowship. A candidate for Fellowship shall be eligible 
only if already an Associate. Masters are those who have attained 
the rank of Fellows, and who on account of personal character, 
positions of influence and honor, eminence in practice or in medical 
research, or other attainments in science or in the art of medicine 
are recommended by the Committee on Credentials to the Board of 
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Regents for special recognition. Associate Members, who are not 
permitted to vote or hold office, must be at least 26 years of age, 
and have been in practice at least three years prior to the time of 
their election. Their applications are referred for action to the 
Committee on Credentials, which reports to the Board of Regents 
for election, deferment, or rejection. Associates are elected for a 
term of five years. If not elected to a Fellowship within that 
period, their Associate Membership automatically ceases. The 
initiation fee for Fellowship is $100, the annual dues for Masters 
and Fellows $20, and for Associates $15. 

The American Therapeutic Society is limited to 100 active mem- 
bers. Those who have belonged to the society for not less than 
10 years may, by reason of outstanding achievement in the profes- 
sion or services to the society, be honored by elevation to a 
Fellowship. 

The active membership of the Association of American Physi- 
cians is limited to 200, and honorary membership to 25. Member- 
ship lapses by reason of absence from three successive annual meet- 
ings without an adequate reason which is acceptable to the Council. 
Corresponding membership is also limited to 25. 

Applicants for certification by the American Board of Ophthal- 
mic Examinations are divided into three groups: Class 1, Those 
who have practiced ophthalmology for ten years or more; Class 2, 
Those who have practiced ophthalmology for five years and less 
than ten years; and Class 3, Those who have practiced ophthal- 
mology for less than five years. Every candidate for membership 
in Class I must present reports of ten cases that have been observed 
and treated by him, if required by the board, and also submit a 
list of papers or books published. Every applicant for Class 2 
must submit reports of at least ten cases of varied character that 
have been observed and treated by him in his own practice. Evi- 
dence of service as an intern in an ophthalmic hospital, or as an 
assistant in an eye clinic, or with an ophthalmologist in private 
work, with a statement of the work required by that position, may 
be substituted in lieu of any further examination. If the case 
records submitted are not considered satisfactory, the candidate 
may be required to appear before the Board for both a written 
and a practical examination. A candidate for Class 3 must have 
had a year of clinical hospital experience, preferably in a general 
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hospital, or one year of laboratory work preliminary to special 
study of ophthalmology and service as an ophthalmic intern. He 
must also submit a certificate showing one year of special study of 
ophthalmology under competent instructors or in accepted insti- 
tutions for graduate teaching ; and a certificate of one year’s ser- 
vice in an ophthalmic clinic or an internship of one year in an 
ophthalmic hospital, or assistantship in private practice with a 
statement of the duties required in such a position. A report of 
at least ten cases of varied character observed and treated by him 
in his own practice must be offered. When all of these qualifica- 
tions for Class 3 have been met satisfactorily, the candidate is 
eligible for examination, if he has devoted a total period of at 
least three years to the special practice of ophthalmology. The 
examination includes a consideration of the applicant’s professional 
record, the written reports of the prescribed number of cases as 
referred to above, a practical, clinical, and a laboratory examina- 
tion. There is also a written examination, which may include 
anatomy, physiology, embryology, elementary physiological optics, 
and the principles of ophthalmology. The practical examination 
covers external diseases of the eye, ophthalmoscopy, a laboratory 
examination on anatomy and pathology, errors of refraction, test- 
ing of the ocular muscles, perimetry, relations of ocular condi- 
tions to diseases of other parts of the body, therapeutics, and opera- 
tions. The fee required is $35. 

Applicants for the certificate issued by the American Board of 
Otolaryngology are divided into three classes: Class 1, Those who 
have practiced for 15 years or more; Class 2, Those who have 
practiced for seven years and less than 15; and Class 3, Those 
who have practiced for less than seven years. Every candidate 
is required to have had at least one year’s experience as an intern 
or three years of general practice. In addition, he must have com- 
pleted an academic year in a basic course of otolaryngology or one 
year of internship in otolaryngology followed by two years of spe- 
cialized practice. Five years of specialized practice will be accepted 
in lieu of these requirements. Certain selected otolaryngologists are 
certified without examination. This is done in the case of appli- 
cants whose professional record is such as to give them a national 
reputation or preeminence in their community. The examination 
in pathology is considered very important. Applicants in Class 3 
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(one to seven years in practice) are expected to take this subject 
unless a special ruling to the contrary is made by the Credentials 
Committee. Applicants in Class 2 (7 to 15 years in special prac- 
tice) are required to present histories of 25 cases of varied char- 
acter, which should portray the candidate’s ability in making accu- 
rate diagnoses. Both written and practical examinations are re- 
quired. The fee is $50. 

The American Board of Obstetrics and Gynecology classifies 
applicants in two groups: Class A, Those who have limited their 
practice to obstetrics or gynecology for a period of ten years or 
more, having had an adequate special training, and Class B, Those 
who have had (1) at least one year of intern service, (2) five 
years or more of practice thereafter, including at least three years 
of special training in obstetrics and/or gynecology satisfactory to 
the Board of Directors, and (3) who are now limiting their prac- 
tice to obstetrics and/or gynecology. Applicants under Group A are 
required to pass a practical oral or bedside, clinical and labora- 
tory examination, including obstetrical and gynecological pathol- 
ogy. Applicants qualifying under Group B are required to pass a 
written clinical and laboratory examination in obstetrics and gyne- 
cology, including obstetrical and gynecological pathology, as well 
as an oral, practical or bedside examination. Each applicant must 
submit 50 typewritten case reports of major pathological obstetrical 
or gynecological cases with or without operative procedures. The 
fee for examination is $50. 

Applicants for certification by the American Board of Derma- 
tology and Syphilology are classified as follows: Group A, physi- 
cians who have limited their practice to dermatology and syphilol- 
ogy for ten years or more ; and Group B, physicians who have prac- 
ticed dermatology and syphilology at least five years, including 
their period of training. Applicants in Group A whose training, in 
the opinion of the Board, has been adequate, are required to 
pass oral, clinical, and laboratory examinations. Applicants in 
Group B must have had at least two full years of special training 
devoted exclusively to dermatology and syphilology, including at 
least one year in a well-recognized clinic or as an assistant in the 
private practice of a well-known specialist in this field. It is desir- 
able, though not obligatory, that their preliminary training include 
at least a year of hospital internship on a general service. These 
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applicants are required to pass satisfactorily a written clinical and 
laboratory examination in dermatology and syphilology, including 
cutaneous pathology, as well as oral clinical and laboratory exami- 
nations. They are also required to submit typewritten reports of 
10 cases which have been personally observed, preferably in pri- 
vate practice. The fee for examination is $35. 

A candidate to be eligible as a Fellow of the American Academy 
of Pediatrics must meet the following qualifications and require- 
ments: “ (1) a minimum of five years in pediatrics ; (2) evidence 
of fundamental training ; (3) productivity in one or more of the fol- 
lowing: (a) teaching, (b) investigation work, (c) clinical studies, 
(d) publications (contributions to medical and other scientific 
literature), (e) public activities related to pediatrics; (4) clinical 
experience and standing as determined by Fellows in his region; 
and (5) governmental activities related to pediatrics shall be con- 
sidered as proper qualification for Fellowship.” 

It will at least be conceded, I think, that if we are to main- 
tain a position of supremacy in our own field we must establish 
standards fully equivalent to those already erected by the surgeons, 
internists, ophthalmologists, otolaryngologists, obstetricians and 
gynecologists, dermatologists, and pediatrists. This is a subject 
well worthy of your most serious consideration at this time. 
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JAMES VANCE MAY, M.D., 
PRESIDENT, 1932-1933, 
COMMISSIONER OF MENTAL DISEASES, BOSTON, MASS. 


A BIOGRAPHICAL SKETCH. 
By C. MACFIE CAMPBELL. 


Dr. James V. May was born in Lawrence, Kansas, on July 6, 
1873. After graduating in 1894 with the degree of A. B. from the 
University of Kansas he studied medicine at the University of 
Pennsylvania, receiving the degree of M. D. in 1897. 

On graduation he became a resident physician at the Philadelphia 
Hospital (Blockley), later known as the Philadelphia General 
Hospital. He served as assistant physician at the Brigham Hall 
Hospital at Canandaigua, New York, in 1899 and 1900. 

During the Philippine insurrection he was appointed as acting 
assistant surgeon in the United States Army and was on active 
duty until September 10, 1902, having served over one year in the 
Philippine Islands. 

On resuming civil life he entered the New York State Hospital 
service ; after spending a short time at the Manhattan State Hos- 
pital, Central Islip, he was transferred to the Binghamton State 
Hospital where he remained until 1911, attaining the grade of first 
assistant physician. For several years he had charge of the lab- 
oratory and of the pathological work at the Binghamton State 
Hospital. 

In 1905 Dr. May married Miss Ada L. Arms of Binghamton, 
New York, and has two children, a daughter and son. 

In August 1911 Dr. May was appointed medical superintendent 
of the Matteawan State Hospital, but after a brief period in this 
position he was chosen to be the medical member and chairman of 
the New York State Hospital Commission. 

The impression which he made on his associates on the com- 
mission, and on his colleagues in the state hospital system, is re- 
corded in certain resolutions adopted by the Quarterly Conference 
held at Binghamton on May 2, 1916: “ While we congratulate the 
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State of Massachusetts in acquiring Dr. May as superintendent of 
the Grafton State Hospital, we feel that our state loses a commis- 
sioner of ability, culture and highest integrity, an accomplished phy- 
sician and an officer especially fitted for and devoted to the interests 
of the insane.” 

From 1911 to 1917 he was successively first lieutenant, captain 
and major in the Medical Reserve Corps of the United States 
Army, and was stationed at Camp Devens for a time during the 
World War. 

In 1916 Dr. May was appointed superintendent of the Grafton 
State Hospital, and in 1917 he became superintendent of the Boston 
State Hospital which he continued to administer until his appoint- 
ment as Commissioner of Mental Diseases in January, 1933. 

During his able administration of the Boston State Hospital he 
maintained his interest in research into the clinical and patho- 
logical problems of mental disorders, and found time to publish 
various works which expressed his views on the general field of 
psychiatry and on special topics which had more particularly 
occupied his attention. 

The early publications of Dr. May indicate his interest in the 
fundamental anatomical-pathological factors in mental disease. His 
later publications have been chiefly devoted to clinical, adminis- 
trative, and statistical studies. The most general presentation of his 
views on psychiatry is to be found in his book: Mental Diseases. 
A Public Health Problem: Boston, Richard G. Badger, 1922. In 
this book Dr. May covers the whole field of mental disorders as 
a public health problem, laying special emphasis upon the need of 
accurate data from which valid statistical conclusions can be drawn, 
thus elaborating the thesis of his earlier paper on Statistical Studies 
of the Insane. 

In his clinical outlook Dr. May has been deeply influenced by the 
teaching of Kraepelin which seemed to offer a solid and systematic 
basis for the classification and further study of mental disorders. 
His interest in the deteriorating psychoses, as discussed by Kraepe- 
lin under the head of dementia precox with its various sub-groups, 
and in the somewhat broader group of the schizophrenic conditions 
as outlined by Bleuler, is indicated by several of his publications. 
He published an English translation of Wilmanns’ review of 
Schizophrenia (Ztsch. f. die ges. Neur. u. Psych., Vol. 78) in the 
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Bulletin of the Massachusetts Department of Mental Diseases, 
August, 1932. As Wilmanns said, “ the history of dementia pracox 
is the history of psychiatry during the last thirty years.” 

In 1931 Dr. May made a further contribution to this subject in 
a paper entitled The Dementia Pracox-Schizophrenia Problem 
(AMER. JourN. PsycuiAtry, November, 1931), in which he went 
back to the original sources and gave translations of portions of the 
original papers of Morel, Hecker, Kahlbaum, Kraepelin, Wernicke 
and Stransky. At the end of the paper he summed up his own con- 
ception of dementia przcox as a clinical entity based upon the 
reaction of an inadequate personality to the difficulties of his 
environment. 

Among the other clinical contributions of Dr. May special atten- 
tion may be called to that on the Psychoses of the Period of In- 
volution (Bull. Mass. Dept. Ment. Dis., April, 1928), a detailed 
study of a complicated field with a sub-division of the clinical ma- 
terial into seven different types illustrated by case records; other 
papers deal with the relation of mental defect and crime, with the 
state organization of care of the insane, with the functions of a 
psychopathic hospital, with the relationship of psychiatry to the 
practice of medicine. 

Dr. May has played a prominent role in many organizations, 
especially those devoted to his chosen field. In 1910 he became a 
member of The American Psychiatric Association (at that time The 
American Medico-Psychological Association) of which he became 
president in 1932. It was on his suggestion that in the revision of 
the constitution adopted at Boston in 1921 the name of the organi- 
zation was changed from The American Medico-Psychological to 
The American Psychiatric Association. He is a fellow of the Mas- 
sachusetts Psychiatric Society (president, 1927-28) ; corresponding 
member, Royal Medico-Psychological Association of Great Britain ; 
member, New England Society of Psychiatry (president, 1933-34), 
Board of Directors, Massachusetts Mental Hygiene Society; fel- 
low, American Medical Association; fellow, American Academy 
of Arts and Sciences ; member, Board of Directors, Massachusetts 
Society for Social Hygiene, Board of Directors, Boston School 
of Occupational Therapy ; delegate to the National Conference on 
Nomenclature of Disease; member, the National Committee for 
Mental Hygiene, International Committee for Mental Hygiene 
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(member of council) ; member, Pi Gamma Mu, National Social 
Science Honor Society, United Spanish War Veterans, American 
Legion, Boston City Club; Mason (32d degree) ; member, Old 
South Church in Boston. 

Dr. May has always been active in the affairs of The American 
Psychiatric Association. From 1909 he has from time to time pre- 
sented communications at the annual sessions. He served as a 
member of council from 1912 to 1915. Owing to his paper on 
“ Statistical Studies of the Insane,” presented at the Niagara Falls 
meeting in 1913, a permanent committee of statistics was appointed. 
Dr. May served on this committee for nineteen years, and for over 
ten years he was chairman of the committee. When the National 
Conference on Nomenclature of Disease was organized Dr. May, 
as chairman of the committee on statistics, was designated the 
official delegate to represent The American Psychiatric Association. 
It was largely as a result of his activities that in 1924.the Massa- 
chusetts Psychiatric Society, the first district organization recog- 
nized by the Association, was organized. 
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SPIROCHZETAL FINDINGS IN THE BRAINS OF 
PARETICS TREATED WITH MALARIA. 


By NICHOLAS KOPELOFF, Pu. D., ann NATHAN BLACKMAN, B. S. 


From the Department of Bacteriology, Psychiatric Institute and 
Hospital, New York City. 


Many theories have been advanced to account for the beneficial 
clinical effects of pyretotherapy in general paralysis. Precisely 
what influence is exerted upon Spirocheta pallida in brain tissues 
by malarial treatment is still a matter of debate which must be 
settled before we can arrive at a satisfactory explanation of the 
mechanism of such a therapeutic procedure. 

Jossman and Steenaerts * found no spirochetes in the brains of 
seven malaria treated general paralytics. Their examinations were 
all made either immediately after the termination of the malarial 
course or within the following two weeks. 

Lewis, Hubbard and Dyar* found a few damaged and ap- 
parently disintegrating spirochetes in two out of four brains of 
malaria treated general paralytics. 

Kirschbaum * found no spirochetes in 22 cases. 

Forster * found spirochztes on biopsy in the brains of two out 
of three patients, but these general paralytics had not responded 
favorably to malarial treatment. 

Freeman * found no spirochetes in 15 cases. 

Grant and Kirkland * found spirochetes in 3 out of 11 cases of 
malaria treated general paralytics. 

Hattori‘ found spirochetes only rarely in 2 out of 13 cases. 

The most extensive series of cases is that of Wilson* whose 
invaluable work must be consulted to be properly appreciated. In 
the detailed examination of 35 brains of general paralytics treated 
with malaria, six or approximately one-sixth of the total number, 
revealed spirochetes. Of 16 patients who died within six weeks 
following the completion of the malarial course only one brain 
showed spirochetes. In 13 patients who died after six weeks and 
up to two and one-half years after treatment no spirochetes were 
found, but in six such patients “ characterized by scattered foci of 
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intense inflammation in which the mesodermal tissue is strongly 
proliferated ” spirochztes were found in five cases. 

Geary ° in a report on 16 malaria treated cases found spirochetes 
in only one congenital case of paresis which died 18 months after 
treatment. He states that Francioni described a single malaria 
treated case in which numerous spirochetes were found ; Bratz and 
Bielschowsky found no spirochztes in seven cases; and Schilling 
found none in 13 cases. 

Aars “ found no spirochetes in two cases. 

Paulian and Bistriceanu” reported two cases in which a large 
number of spirochetes were found, five cases in which they occurred 
but rarely and two cases in which they were completely absent. 

Stern” found spirochetes in 2 out of 24 malaria treated gen- 
eral paralytics. One of these two positive findings was in a patient 
who died 16 days after malarial inoculation. Rare degenerated 
spirochetes were noted. The other positive finding was in a patient 
who had had malaria two years before death. Many spirochetes 
were found. In four untreated cases, two were positive for 
spirochetes. 

Our own material comprised brains in the Psychiatric Institute 
and Hospital collection very kindly placed at our disposal by 
Dr. A. Ferraro, research associate in neuropathology, who sug- 
gested that we pursue this problem.* There were in all 39 malaria 
treated general paralytics—33 white males, four white females, 
one colored male and two colored females. We also examined the 
brains of Io general paralytics not treated with malaria—eight 
males and two females, among whom were four cases of juvenile 
paresis. One normal brain was included as a control. Numerous 
pieces of brain tissue taken chiefly from the frontal area (which 
Dunlap * and others have shown to be the most favorable site) 
were stained by the Jahnel “ and Dieterle* methods, embedded in 
paraffin, sectioned, mounted and exhaustively examined micro- 
scopically with an oil-immersion objective. While the Dieterle”™ 
method is time-saving it is not as reliable as the Jahnel “ method, 
particularly in examining brains soon after autopsy. 

A summary of our results is presented in Table 1. There are ob- 
vious regrettable omissions of data which were inaccessible. Most 


* Thanks are due Dr. Peter Cohen for his technical assistance at the outset 
of this investigation. 
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Fic. 1—No, 1356. Malaria treated Fic. 2—No. 1427. Malaria treated 
general paralytic. Jahnel stain. general paralytic. Jahnel stain. 


3.—No. 693. Negro, general paralytic, not treated with 
malaria. Dieterle stain. 
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of the malaria treated patients were between 35 and 45 years of 
age with death occurring at an average of about 18 years after the 
original infection. One-fourth of the patients had received ars- 
phenamine or neoarsphenamine before malarial therapy was insti- 
tuted. Most of the patients were inoculated with the Psychiatric 
Institute strain of malaria which as we have demonstrated has no 
sexual forms.” When malarial inoculation failed to “take” the 
first time it was repeated but two negroes No. 1354 and No. 1368 
remained refractory to infection. The average number of malarial 
paroxysms was nine per patient. Spinal fluid Wassermann tests 
were usually +++ + with many cells. Of the 39 general para- 
lytics who came to autopsy many showed some improvement im- 
mediately after malarial treatment and later relapsed or became 
progressively worse from a clinical standpoint. Most of the patients 
died in convulsions, the number of days elapsing between inocula- 
tion with malaria and death varied from 8 to 779 days. 

Spirochetes were found in 6 out of 39 brains or a trifle less 
than one-sixth of the malaria treated patients. Among the six 
positive findings degenerate forms of spirochztes were encountered 
in more instances than spirochetes which might be considered 
morphologically normal. It was only through the most painstaking 
efforts that one or two degenerate spirochetes were found in a 
series of sections—usually from 50 to 70 per brain. Obviously the 
failure to find spirochztes does not necessarily mean their complete 
absence. Furthermore, the degenerate spirochetes noted may be 
open to some question with regard to identity. We have therefore 
included some microphotographs of these forms as corroborative 
evidence. (See Figs. 1-3.) 

If we analyze the positive spirochetal findings in further detail 
we observe that three out of six patients came to autopsy 23, 
25 and 27 days, respectively, after inoculation and that in all 
of these three cases only degenerate spirochztal forms were found. 
(Nos. 1289, 1299 and 1406). The patient who came to autopsy 45 
days after inoculation (No. 1427) showed spirochzetes with knobs at 
both ends—in a word, atypical. On the other hand, in the two pa- 
tients who died 133 and 294 days, respectively, after inoculation 
(No. 1356 and No. 1420) numerous typical spirochetes were 
found. Case 1420 showed the “ bee-swarm” type of spirochetes. 
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The inferences to be drawn from this analysis are (1) that 
artificially induced malaria of sufficient intensity and duration is 
likely to destroy the spirochztes in the brains of general paralytics ; 
or (2) that failing to destroy the spirochetes completely, this 
form of therapy alters the morphology of Spirochaeta pallida to 
such a degree as to render it degenerate in appearance. That 
various types of spirochetes are to be encountered in general 
paralysis has been noted by Jahnel “ and others. Since Ferraro ™ has 
already published the histopathologic findings on the brains ex- 
amined by us for spirochztes the interested reader may consult his 
article. The following key is appended for further convenience.* 

The spirochztal findings in the brains of general paralytics 
treated with malaria must depend ultimately upon the validity of 
technical procedure employed. In order to establish our results 
upon the most secure foundation we included one normal brain 
(No. 1314) and 10 brains of general paralytics not treated with 
malaria. It goes without saying that the technical procedure was 
uniform throughout the entire experiment. However, it is true 
that even with such an excellent staining method as that of Jahnel “ 
the incidence of positive spirochztal findings in general paralysis 
fluctuates between such wide percentages as 25 and 50. The highest 
percentage of positive findings as reported by Jahnel”™ is that of 
Valente who obtained somewhat over 70 per cent. In our own 
series included in Table 1 we found spirochetes in 8 out of 
10 brains. On a percentage basis this series if sufficiently extended 
should pass even Valente’s maximum findings. It should be noted, 
however, that of the 10 cases examined by us 4 are cases of juvenile 
paralysis. Spirochaetes were found in three of these cases but not 


Psy. Psy. 

* Ferraro Inst. Ferraro Inst. 
No. No. No. No. 
2 1304 16 1413 
4 1367 17 1372 
5 1319 18 1420 
6 1353 19 1371 
7 1289 20 1360 
10 1383 21 1306 
II 1427 22 1426 
12 1321 24 1421 
13 1409 26 I4II 
14 1303 27 1410 


15 1414 29 1429 
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in the fourth. Therefore, the percentage basis would not be altered 
by the inclusion or exclusion of these juvenile paralytics. 

The fact that our incidence of positive findings of spirochztes 
in brain tissues of paralytics by the Jahnel “ method approximates 
the maximum reported by other investigators lends security to the 
interpretation of our results in malaria treated cases. A further im- 
portant observation is that in this series of general paralytics not 
treated with malaria the spirochetes were much more numerous. 
Not only did they occur in greater abundance but we also noted 
the “ bee-swarm” type and vascular localization so characteristic 
of the disease process which we failed to encounter in the malaria 
treated patients. Finally, the degenerate type of spirochete occurred 
but rarely in general paralytics not treated with malaria compared 
with malaria treated cases. 

The data presented by us lend further support to the clinical 
observations already well known. Bunker and Kirby ” who have 
published numerous articles on the malarial treatment of general 
paralysis state: ‘“‘ We are inclined to believe that failure of the 
treatment depends on the presence of one or both of two factors: 
anatomic changes beyond the possibility of functional restitu- 
tion: inability of the organism to react to the treatment with certain 
indefinable alterations (Umstimmung) of which there exist hints 
in certain phenomena which have been observed in connection with 
foreign protein therapy in general.” 

In conclusion it may be stated that our series of malaria treated 
general paralytics is the largest yet to be reported although it 
exceeds Wilson’s* series by but a few cases. The agreement 
between the incidence of positive findings and those of Wilson is 
so striking as to be noteworthy. In sum these two sets of data may 
be considered coextensive and form an adequate basis for inter- 
preting the influence of malarial treatment upon the spirochetes in 
general paralysis. 


SUMMARY. 


1. Spirochztes were found by the Jahnel method in the brains 
of 6 out of 39 malaria treated general paralytics. 

2. Among the six positive findings degenerate forms of spiro- 
chetes were encountered in more instances than normal forms. 
Three of these patients came to autopsy shortly after malarial 
inoculation (within six weeks). 
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3. Spirochztes were found by the Jahnel and Dieterle methods 
in 8 out of 10 general paralytics not treated with malaria and 
none were found in a normal brain. 

4. Having thus established the validity of the technical pro- 
cedure it may be stated that within the limitations of the material 
at hand it appears that (a) artificially induced malaria is likely to 
destroy spirochetes in the brains of general paralytics ; or (b) that 
failing to destroy the spirochetes completely, this form of therapy 
alters the morphology of the Spirocheta pallida to such a degree as 
to render it degenerate in appearance. 
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INTENSIVE PSYCHOTHERAPY IN A HOSPITAL 
CLINIC.* 


By LAUREN H. SMITH, M.D., Pumapetpnia, Pa. 


In April, 1930, the Institute of the Pennsylvania Hospital was 
opened for both resident and out patients. This step was an out- 
growth of the Department for Mental Diseases. The psychiatric 
staff of the department, through years of constant clinical work with 
the psychoses, diagnostic work in the out-patient clinic, and in 
other phases of their psychiatric work, became increasingly aware 
of the need for a department where intensive psychotherapy could 
be adequately applied for patients before a frank mental or nervous 
illness occurred. The psychotic patient was not fully accessible for 
psychotherapeutic approach. The usual out-patient clinic schedule 
did not permit time, and was often filled with unsuitable cases. 

Following years of careful study, plans were gradually drawn 
up for the Institute which should make available, to a new kind of 
patient, psychiatric consultation and treatment. Resident patients 
as private cases were provided for also, to help finance the necessary 
departments of the Institute. No further discussion of the work for 
the private patients as such will be continued, as their treatment 
differs in no way from that of the patients of the Consultation 
Clinic, with which this paper is concerned. 

The Consultation Clinic, or out-patient pay clinic, comprises the 
main clinical and research work of the Institute. The new Institute 
building consists of the Consultation Clinic offices, private offices 
of the psychiatrists, rooms for resident patients, and all departments 
needed for the treatment of patients. These are the usual physio- 
therapy, hydro-therapy, arts and crafts departments, the roentgeno- 
logical, clinical and psychological laboratories. 

The Consultation Clinic operates on an appointment system. A 
full hour is given for each appointment, regardless of the fre- 
quency of the appointments, or the financial rating of the pa- 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 3, 1932. From the Consultation 
Clinic of the Institute of the Pennsylvania Hospital, Philadelphia, Pa. 
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tient. The financial rating is made on a sliding scale basis, each 
patient paying a fee in accordance with his income and number 
of dependents. 

There are four economic classifications. Namely: Moderate 
rate, special rate, minimum rate, and free rate. (This rating applies 
to all therapies such as laboratory examinations, hydro-therapy, etc., 
as well as psychiatrist’s time.) All fees are paid to the Institute, 
not to the physicians. The moderate and special rate cases are 
charged from $5.00 to $10.00 for the first visit to the psychiatrist 
and from $1.00 to $3.00 for return visits. The minimum rate group 
are charged $1.00 for the first visit and fifty cents for return visits. 
In the year 1931, 196 patients were seen, 86 coming for one inter- 
view only, 56 having two or more interviews. Forty-four per cent 
of the patients were in the moderate and special rate groups ; 34% 
were in the minimum rate group; and 22% were free patients. 
Since the consultation clinic opened only about 500 patients have 
been seen. The shortness of the treatment time and low number of 
patients will prevent for some years any definite reliable statistics 
or estimates as to effectiveness of different modes of treatment. 


OrIGIN, TYPES AND COMPLAINTS OF PATIENTS. 


About one-fourth of the patients are referred by general prac- 
titioners and other physicians. Referrals have been made usually 
for treatment, but many physicians are asking for consultation 
only. It is interesting and gratifying that some of them wish to 
clarify the psychiatric aspects in regard to their patients so that 
they may continue their own treatment with a psychiatric view- 
point in mind. Social agencies, out-patient clinics of hospitals, and 
community centers are responsible for the referral of about thirty 
per cent of the patients. Most of this group come for extended 
treatment, although a few are sent for brief psychiatric advice or 
diagnosis. 

Forty-five per cent of the Consultation Clinic patients come, it 
might be said, from themselves. They are referred by a friend or 
relative who has had psychiatric treatment, or recognizes its need. 
They may have been reading newspaper accounts of mental hygiene, 
or books of psychological or psychiatric nature, and become cog- 
nizant of difficulties within themselves. 
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A very striking situation appears with some of these patients. 
Many have mentioned they had not realized that their difficulties 
were something about which they could or should consult a psy- 
chiatrist. It is this group of patients that we find difficult to cata- 
logue. They seem not to have illnesses, but essentially to be normals 
in the usual sense of the word. They do not fit any clinical syn- 
drome. Through psychotherapy they feel they gain some necessary 
help, and are more aware of it than are some of the definite psycho- 
neurotic patients. 

The greatest number of cases are, of course, psychoneuroses, 
consisting mainly of neurasthenias, anxiety hysterias, psychas- 
thenias, and other types of hysteria. It is very difficult to make any 
clearcut diagnoses of many of the patients. The depth of the study 
reveals so many symptoms and reactions that one is given the 
impression that they may better be called “‘ psychoneuroses, mixed 
type.” 

A small group of so-called pre-psychotics such as mild manic- 
depressives and early schizophrenias are treated. Some of the most 
interesting patients are those who seem to be on the borderline 
between a psychoneurosis and schizophrenia. 

Very few children are handled except in conjunction with the 
Philadelphia Child Guidance Clinic. All of the work of the Institute 
staff with children is expended on the post-encephalitic children or 
those having similar behavior problems who reside in the hospital 
training school. 

The occupations and professions found are varied. Most of the 
patients come from the middle classes and professional groups. We 
see professors, ministers, physicians, attorneys, nurses, social work- 
ers, teachers, brokers, merchants, salesmen, secretaries, housewives, 
practically any occupation or person one might mention. A great 
number of college students and young people of other connections 
ask for help. Summarizing, intellectually the patients are above the 
average of the community as a whole. 

They come with many complaints. Some of the most common are 
sleeplessness, fatigue, indefinite fears, fears of insanity, dejection 
and depression, shyness, anxiety, indefinite pains, and feelings of 
inadequacy. One young college student stated he came to the Insti- 
tute to get “ Personality.” A well-known New England spinster 
stated her impression of the Institute work, in terming it “ suitable 
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for people with bad dispositions.” A dermatologist sent one man 
in to work out some emotional difficulties before he was willing 
to treat the patient’s psoriasis. An internist wished his patient to 
have some psychotherapy in order to help him treat a mild diabetes. 
Vocational guidance has been a frequent practical need in many 
cases. 


THE PLAN oF THERAPY. 


Occasionally the first interview of the patient has been with a 
psychiatric social worker or clinic secretary, but usually it is with 
the psychiatrist to whom the case is assigned. (The Clinic staff and 
Institute staff are identical, each staff psychiatrist giving any- 
where from two hours a day to full time.) The patient is en- 
couraged to tell his story, or discuss his problem as he sees fit to 
do. A formal history may or may not be taken, depending on the 
early impression of the psychiatrist. The patient is regarded as an 
individual who must come at least half way toward the phy- 
sician if any progress can be expected. This consideration of the 
individuality of the patient extends beyond his person into the 
immediate environment, family, social, economic and otherwise. 
Physical considerations are not neglected, and each patient must 
have a physical examination, or have available a recent examination 
which may have been done by a referring physician. Occasionally 
a physical examination is repeated, not only for accuracy and check- 
up, but sometimes for its suggestive value, or to eliminate any 
possibility of retreat on physical sensations or symptoms. After a 
contact interview or two has passed a plan of therapy is outlined 
for the patient. Each case is reviewed by two staff psychiatrists 
before any extensive therapy is instituted. Physical and mental 
aspects are weighed equally, and no matter what plan is followed, 
it is pointed at treating all aspects of the life of the patient, but 
from a psychiatric viewpoint whenever psychotherapy is of the 
paramount importance. 

Experience has formulated gradually certain divisions in psycho- 
therapy. These divisions are not hard and fast, but overlap, 
although the plan for each patient falls to a great extent quite within 
the confines of one division or the other. I shall discuss six types 
of treatment which have been frequently used. 
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I. CONSULTATION AND ORIENTATION. 


A large number of applicants have been seen for only one hour. 
As mentioned before, 86 out of 196 patients had no more than one 
interview. Some of these needed to be referred to other depart- 
ments immediately, usually because of unsuitability, because a frank 
psychosis or neurological condition was the need for treatment. 
Many relatives have brought in feeble-minded children, or deterio- 
rated psychotics, or some equally unsuitable case, believing that a 
new department of the hospital represented some new discovery in 
treatment. The lack of comprehension of the laity as to the purpose 
of the new department and the proper patient for it is still very 
evident. However, the medical profession outstrips the laity in this 
respect, particularly the neurologists. 

Aside from these unsuitable cases there are patients who come 
for one interview, who merely want orientation as to the meaning 
of certain troublesome personality characteristics, intense mood 
swings, or difficult behavior patterns. One may want to do little 
more than confess many difficulties and conflicts; another may 
wish reassurance and encouragement because of attitudes of in- 
feriority; a third may be concerned over personal and family 
adjustments of the most difficult character. 

A young Pennsylvania Dutchman, who preferred to remain 
incognito, had had a difficult time making a sexual adjustment. He 
came asking help because of his hesitancy, shyness, indecision and 
timidity, particularly in regard to his possible approaching marriage. 
After an hour’s frank discussion he left. A few weeks later a 
postcard came signed “ The Pennsylvania Dutchman.” On it he 
stated briefly that he saw the wisdom of his new endeavors, and 
wanted to carry forward on his own. He, and many other patients, 
seem to take pride in working things out for themselves, after 
getting a brief start in the correct direction. Perhaps it is better 
that we let them do so, without further aid. Doubtless many of 
them may be no better, and may need to return, but a trial on their 
own may prove worthwhile. 


Il. GENERAL PSYCHOTHERAPY AND PHYSICAL THERAPY. 


This type of approach is probably the most popular and common 
at the present time, but without favor. Perhaps it is used and 
abused by many physicians, not psychiatrists, as well as many indi- 
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viduals in various shady fields beyond the borderline of organized 
medicine. 

A large number of patients are not intelligent enough for a care- 
ful self study and re-education. Other obvious factors too numer- 
ous to mention may prevent deep psychotherapy for a prolonged 
time. We must carry throughout life some individuals who need a 
psychiatrist as a sympathetic listener, a cautious adviser and friend, 
and who will dissuade them from too great anxiety by reassurance, 
suggestion, persuasion, and finally through habit training, hydro- 
therapy, or physiotherapy. Little can be said in favor of a plan 
such as this, for it usually is used because no plan can be made at 
all. Each of you are thoroughly familiar with the type of patient 
with whom one must work on this basis. The general practitioner 
has an office practice that is frequently made up of the indefinite 
functional physically complaining patient of this type, and through 
lack of time and insight, he may even develop rather than help these 
conditions. If they become well, it is just as likely they will be ill 
again soon. 

Sedatives are rarely used in the Consultation Clinic. In cases of 
severe insomnia, spells of agitation, or anxiety, or depression 
approaching suicide they may be used freely. On this group just 
discussed they probably are more frequently used than in many of 
the other approaches I am about to take up. 


III. RE-EDUCATION. 


All that is good of the former approach is used in re-education, 
and all that is bad is eliminated as far as possible. Re-education is 
an organized planned mental and physical realignment of the patient, 
through his own insight and efforts. It is based on a careful study 
of the patient as an individual, reflecting his environment, and 
showing its effects on his reactions. The mental and physical as- 
pects are studied and evaluated, and treated in proportion. The 
patient is given a careful physical examination, and any organic 
needs are given proper treatment. Any functional difficulties are 
worked out as manifestations of mental and emotional conflict. A 
definite schedule for the day, consisting of the proper balance of 
work, play, exercise and rest is outlined, according to the needs of 
the patient. Last, but not least, the regularity, intensity, and organi- 
zation of an outline of psychotherapy for every aspect of the 
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patient’s mental life, is the keynote of the approach. Special read- 
ings and written material to be studied by the patient supplement the 
psychiatric interviews. 

In the Consultation Clinic the classical neurasthenic does well 
under this plan. A housewife of 48 was confined to her bed for 
three months, after a year of semi-invalidism. She complained of 
severe and constant fatigue, great sensitiveness to noises, smells 
and temperature changes, frequent spells of nausea, diarrhoea and 
mucous colitis, and other minor functional disorders. Physical and 
laboratory examinations were entirely negative. Summarizing the 
mental aspects, one found much disappointment over economic and 
social standing, a greatly inhibited sexual life, and worry over her 
responsibilities for her ten year old superior problem child. Re- 
education of the patient had her out of bed in ten days, working 
earnestly in her problems, with good insight into the psychiatric sig- 
nificance of her case, and she was symptomless and clinically well 
in six months. She retained a marked supersensitiveness, but began 
to use it in gaining a broader viewpoint and happiness in life. 

Re-education has been of great value in other types of cases 
including anxiety hysteria, some psychasthenias, symptomatic re- 
actions and depressions, and mild manic depressives. It must be 
borne in mind that this work is all on a conscious level, and there 
is little doubt but that suggestion plays some part in the re-educa- 
tion. Anyone who is at all familiar with the psychoanalytic approach 
to patients cannot deny that the factors of a transference situation 
enter into the treatment. 

The organized plan and work of this treatment appeal to the 
patient who is systematic, and it is very interesting to note how 
intensely a very ill patient will get into active action and carry on 
through rapidly to a good recovery. It is something very definite 
which they can grasp and use. Any unconscious difficulties may be 
evaded or sublimated and are undoubtedly little influenced. 


IV. DEEP PSYCHOTHERAPY. 


For some patients who may refuse to face certain problems, or 
who do not comprehend the mental and emotional aspects of their 
difficulties, more extensive measures may be needed. With a few 
we have used methods that would tend to give us and the patient 
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facts concerning their unconscious lives which might suggest some 
origin of their troubles. Free association, word association, and 
the study of dreams have been needed to bring a patient to the point 
of facing his conflicts. A few days or weeks of handling the patient 
with a purely psychoanalytic technique has helped uncover a few 
obscure points, or at least has given the psychiatrist leads on which 
he could work confidently. By making the patient talk and associate 
in the psychiatric interview, the formation gained from the possible 
development of the transference relationship has been of use. De- 
liberate establishment of a positive transfer has been attempted 
occasionally and has been helpful. 

An Italian high school girl of 17 was in the middle of her last 
school year. Since the beginning of the year her work had been 
getting steadily worse, approaching a failing average. At home she 
was moody, seclusive, and frequently found crying. She was afraid 
to go anywhere alone, and always wanted to be accompanied by her 
mother. The mother, a hard working, serious, ignorant, Italian 
woman of 58 was looking forward to the daughter’s graduation 
and economic independence, for then the mother would no longer 
need to work. Frequent interviews brought forth no explanation 
for the symptoms or feelings the girl experienced. About three 
weeks of free association and intermittent study of dreams uncov- 
ered hate reactions toward the mother, and anxiety dreams about 
her. Other evidence from the same sources indisputedly showed 
how the girl dreaded having to go from her pleasurable high school 
years to a future of hard work with parents dependent on her. 
Points about these conflicts were fed to her gradually in a super- 
ficial way until insight and understanding were far better. A posi- 
tive transfer helped in getting her to follow out a proper daily 
schedule that combated some of her fears. Her school work began 
to improve and she graduated evidently looking ahead with better 
acceptance of a hard future. 


V. MODIFIED PSYCHOANALYSIS. 


Modified psychoanalysis is no psychoanalysis at all in many 
cases. However, one young woman has done well in working out 
her difficulties through psychoanalysis that has been confined to 
two analytic hours a week for eleven months, and a weekly inter- 
view for two months. She was 29 years of age, single, and full of 
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timidity and a sense of inferiority that had existed her entire life. 
Masturbation had always been a problem for her, causing a great 
conflict which burst out tenfold when she got into heterosexual 
activity. Suicide seemed her only way out, but it failed and she 
came for psychiatric help before a second attempt. The brief psy- 
choanalytic work, with much time spent on a study of dreams 
desensitized her to her own reactions. She was able to face her 
instinctive strivings and handle them to her social satisfaction. She 
succeeded in meeting and dealing with people among whom she had 
felt as an outcast before. 

This use of psychoanalysis in a modified manner has not been 
used much, nor studied carefully. It may hold something of promise 
for cases where more is not available, but its use might be dangerous 
unless one proceeds cautiously. 


VI. ORTHODOX PSYCHOANALYSES. 


Since this section is on psychotherapy, not psychoanalysis, I 
shall only mention in passing that some of the same staff men who 
are doing work as I have described are in addition carrying analyses 
of several patients. These analyses are, as customary, an hour a 
day, five or six days a week, conducted only by those staff men who 
have been analyzed. Some of these analyses are likewise controlled 
by a very experienced analyst, so that the dual consideration of all 
patients is carried out, even with this sixth and last plan of therapy. 

So much for the six differentiations of possible approach to the 
patient. One cannot say which should be used, nor with what type 
of patient any one approach should be used. The important thing 
which must be watched, is that we at least use, for the time being, 
what we consider practical and effectual for the patient. If we 
know what we are doing as we do it, and eventually find out what 
has been accomplished we must be content. Later, we may be able 
to say in advance with scientific accuracy what may be done for 
any patient when our experience gives us the right to do so. For 
the present, the greatest hope might be, that we be willing to treat 
each patient, as an individual, as a new problem. 

One patient, a gentleman of 66, came to the consultation clinic 
to be treated for general weakness, emotional tension, tremulousness 
and sleeplessness. He admitted the psychogenic origin of his diffi- 
culties, and described the development of his symptoms which had 
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existed through thirty-odd years of his life. They varied from an 
attack of a major conversion hysteria to periodic depressions and 
occasional anxiety panic states. The psychiatrist labored with him 
daily for several weeks, going over the fundamentals of the patient’s 
make-up and reactions. After he no longer reported for treatment 
he mailed a short note to the effect that he was disappointed in not 
having gotten a more practical result through his treatment. He was 
obviously not helped, and consciously very disappointed. At the 
beginning of his illness in his youth, he had had the best treatment 
England afforded, on the basis of what was a correct diagnosis. His 
physicians were as convinced of the adequacy and specificity of their 
treatment, as we may be of ours. But the patient continued to be 
ill, and remains so. 

What holds our future? Which patients should be let alone? 
Which patients should be guided and persuaded? Which patients 
should be made dependent and guarded? Should the neurasthenics 
be re-educated? Should the major hysterics and phobics be psycho- 
analyzed? How much interference with psychotherapeutics should 
be attempted in those with marked mood swings? Can the schizo- 
phrenics be helped to place themselves in practical adjustment ? 

These questions faintly uncover the surface of the problem of 
psychotherapeutics. We do not understand the relative importance 
of the physical and mental aspects of mankind. Diagnoses mean 
little except as surface markers. Genetic factors are important but 
how can they be distinguished from environmental acquisitions? 
The dynamics of the unconscious are detectable, but how much en- 
docrine or sympathetic nervous system influence is present? 

The problem of the personal convictions of the psychiatrist is 
a serious one. Perhaps different types of patients need different 
modes of therapy. If so, the psychiatrist must have confidence in 
his ability to apply proper therapy of different types. 

At least we may say the patient is an integrated organism, an 
individual. Whatever he learns, whatever he is given, he must 
utilize in and about himself, in making an adjustment to his en- 
vironment. 


This means we must endeavor to appreciate each patient as an 
integrated individual in relation to his environment. Diagnoses 
must be established on a basis which considers all physical and 
mental aspects, not merely groups of symptoms. The qualities of 
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one’s different modes of therapies must be clarified and applied 
consistently to innumerable patients and their situations, before 
their relative and specific values are maintained. 

Thirty years hence, with the patients we are now readjusting on 
mental hygiene principles, or psychoanalyzing, it would cause us 
much shame and concern if they were still seeking to see, perhaps 
for the first time, a good psychiatrist, or his offspring. 

In the Consultation Clinic of the Institute the different types of 
approach mentioned before will be carried on by different psychi- 
atrists under a research project to evaluate further the contents of 
the field of psychotherapy. In a few years, or in due time, it is 
hoped we may be able to present to this Association more concrete 
data on the experience gained in such a study. 


' 


PSYCHOTHERAPEUTICS AT STOCKBRIDGE.* 
By HORACE K. RICHARDSON, M.D., Stocxsrince, Mass. 


The work of the Stockbridge group began some twenty-odd years 
ago by Dr. Riggs. It came as the result of his realization that there 
was a rapid increase in the number of individuals appealing to the 
internist and the surgeon for assistance in conditions which had 
many subjective evidences of physical disease and discomfort, but 
in which no satisfying objective signs of somatic pathology could 
be discovered. The medical profession was becoming increasingly 
exasperated, not only with the persistence of these so called “ re- 
peaters,” but, I suspect, with itself, for its inability to understand 
and provide adequate measures for the relief and cure of these 
unhappy cases. All too frequently the patient was shunted off as 
quickly as possible, frequently into the hands of the more success- 
ful charlatan, by such recommendations as “A complete change 
of environment,” or “A trip across,” or “An immediate sea voy- 
age,’ or a recommendation for “ The baths.” All of which re- 
sulted in the disappointment and failure which necessarily followed 
these ineffectual and temporizing methods. The handling of these 
cases simply reflected the prevailing habit of the medical profession 
at that time to look upon all disorders, regardless of their nature 
as having an organic basis only. The interrelation between the 
mental and the physical was not then generally understood or 
appreciated, and members of the profession had little or no patience 
with the newer ideas suggesting a psychosomatic kinship. In fact 
the profession itself was loudest in condemning most of these pa- 
tients as suffering with “ Imaginary ” troubles, and in dismissing 
them as having “‘ just nerves.” Little or nothing constructive was 
being dune for the average nervous patient, and the ground was 
ready for the development of a new attitude of understanding and 
sympathy for this class of case. 

In the beginning, a majority of the cases handled were those 
suffering with sensory difficulties. When adequate histories were 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 3, 1932. 
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taken, and the life situation of these patients were investigated, it 
soon became evident that these symptom-p‘ctures were, in reality, 
substitute reactions for emotional states. The causes of these con- 
ditions, in nearly every instance, were completely inaccessible to the 
patient’s full understanding, and represented feelings that were 
indicative of, not the present situation entirely, but of former un- 
recognized situations to which the individual had reacted in an 
inefficient or unsatisfactory manner. It was also recognized that 
suggestion, argument and reassurance, alone, were inadequate to 
relieve permanently a majority of these patients. As time went on, 
these general principles were found to be true of practically all 
types of “ nervous reaction.” As the experience broadened, newer 
methods and concepts were tried, and finally a systematic re-educa- 
tion was developed. This was found to be applicable to all the vari- 
ous types of psychoneurotic maladaptation. It not only proved a 
satisfactory type of approach, but provided permanent relief in the 
larger number of cases. 

We have come to believe that the machinery by which the indi- 
vidual adapts himself to the competitive world of objective reality, 
and by which he modifies that factual reality to his inner subjec- 
tive and spiritual needs, expresses itself according to four basic 
types of response or reaction, which correspond fairly closely to 
the phylogenetic growth and development of the biological reactions 
of the race from the beginning of time. These reactions, in the 
order of their developmental levels, are the reflex, the instinctive, 
the intelligent and the ideal. The first, the reflex, which probably 
represents the lowest type of biological adaptation to appear, in- 
cludes all those non-affective reactions which, through repetition 
and long practice, have become incorporated into automatic func- 
tions, the motivation for which lies outside of the awareness. It 
includes that great mass of responses known as habits. The second, 
and next highest, type of reaction is that which has its roots in the 
ten or twelve primary instincts, and their combinations, from which 
come the various affective reactions and responses, the feeling- 
tones, emotions, moods and the elements of individual disposition 
and temperament. The next level or type of response is the intelli- 
gent, the function of which is thinking. It manifests itself as con- 
scious choice, discrimination, decision and judgment, and is the 
major constituent of those indefinite qualities termed “ Will ” and 
“ Character.” Finally, the highest type of response is that which 


OD 


1933 | HORACE K. RICHARDSON 47 


gradually evolved from the “ Ethos” or “ Mores” of the group, 
and eventually, through subjective critical evaluation over a long 
period of time, becomes the law of conscience, and the basis for 
the ethical life of mankind. On this highest level of adaptation it 
is the ethical ideal, which determines the objective, purposive con- 
duct of man according to standards which are, as one philosopher 
has stated “ Both social and rational.” 

At birth this machine is imperfectly developed and immature, and 
functions only in part, and at its lower levels. It then goes through 
a gradual process of maturation, determined and effected largely, it 
is believed, by the nature and character of the environmental in- 
fluences, pressures, disciplines and authorities which surround it. 
In short, on its way toward maturity it may go through certain 
events, real or imagined, which tend to condition or modify it, and 
apparently fix its reactions at definite chronological periods, and to 
hold them in that part of the mental life which is ordinarily not 
within the awareness or attention of the individual. It is thus that 
immature emotional values may be given, more or less permanently, 
to reactions, which in adult life reappear as though they represented 
first hand experiences of adulthood. They may be looked upon as 
a wandering into the region of the awareness of forgotten, or 
ordinarily unused, emotions and feelings, the result of former con- 
ditioned experience, and released by the unknown mechanisms of 
association. 

The essential basis for the difficulties in the great majority of 
psychoneurotics is believed to be an over acute suggestibility and 
hypersensitiveness to either sensation or emotion or to a combina- 
tion of both, which may become specifically accentuated by con- 
flicts between the various levels of the adaptative machinery, es- 
pecially between the instinctive and the ideal, or by reactivation of 
former forgotten emotional reactions, or by certain recent environ- 
mental situations. 

The objective of the therapeutic approach is first to ascertain the 
nature of the basic causes of the conflict. This is accomplished by 
an analysis of the life situations of the individual, by gathering all 
the known facts in relation to it, and all the factors which go to 
make up his disposition, temperament and character. Then the 
effort is to develop within him an interpretative insight into the 
real nature and meaning of his symptoms and their relationship to 
his hypersensitiveness, in order that he may develop an adequate 
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solution for his conflicts by the use of the four basic types of 
responses integrated into an efficiently working system. This is the 
basis upon which re-education was evolved. 

If the factors causing the conflicts can be removed or sufficiently 
modified, or if the immature emotional evaluations brought out, or 
caused by, the conflicts be recognized by the individual, and, if he 
can learn to handle them upon the adult level of value, the specific 
hypersensitiveness, with the resulting symptomatology, automati- 
cally disappears. In certain cases desensitization becomes a gradual 
process of reconditioning through the use of a technique especially 
developed for the individual case. The main objective is to develop, 
within the mind of the patient, methods by which the entire situa- 
tion, endogenous as well as exogenous, can be handled upon a level 
of mature, conscious, intelligent choice, according to practical 
purposes and satisfactory ideals. 

The type of psychotherapeutics utilized by the group does not 
follow, dogmatically, the fundamental concepts or methods of any 
one of the five schools of contemporary psychological thought, or 
of any exclusive system of therapy. Neither has there been any 
intent or effort to establish a specific or ‘‘ New ” school of therapy. 
It bases its practice upon a dynamic, genetic and developmental 
formulation of the causal relationships and actual facts of each 
individual problem, and then attempts to develop, if possible, a 
permanent solution to the problem by the use of any psychological 
concept or mechanism which appears to be practical and applicable 
to the case, and understandable to the patient. It is a form of 
emergent and “ Expressive,” in contradistinction to ‘‘ Repressive,” 
re-education. Although we do not find ourselves in complete 
accord with any single school of thought, we have found that cer- 
tain theories of Jung, Meyer, Watson, Adler, McDougall, William 
James, Freud and others, have been definitely useful in interpreting 
the problems presented. 

Upon arrival of the patient, as complete a history as is 
possible, at the time, is obtained from the patient and relatives who 
have accompanied him. Within 24 hours, thorough physical, neuro- 
logical and laboratory examinations are made and checked by an- 
other member of the staff, in order that any organic disease may be 
evaluated or eliminated. Following this examination, a consulta- 
tion between two or more members of the group is held, and if 
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the patient appears to be of the type that would benefit by residence, 
he is invited to remain, otherwise, advice is given in regard to some 
other disposition of the case. 

As soon as the patient is accepted, he is assigned to one of the 
approved inns, and placed at once on a regular, individual, hourly 
schedule of activities, beginning with the time of his rising in the 
morning and ending with his prescribed bed time. The schedule is 
divided roughly into four divisions, namely, work, play, exercise 
and rest. We divided the program in this manner because we be- 
lieve that these four types of activity represent the four most 
important habits of a well integrated life. An essential part of the 
re-education is the working out of the basis of a useful and effi- 
cient philosophy of life for each individual patient. We attempt to 
induce him to begin the development of this “ Way of life” as 
early as possible after arriving, and, therefore, base the schedule 
upon this principle. 

The “ work” consists of certain tasks and wholesome occupation 
in the occupational therapy shops, and also in working out various 
assigned tasks along the line of intellectual and academic pursuits. 
As Doctor Meyer said in his paper, “ The Philosophy of Occupa- 
tion,”—‘‘ The fullest type of life is that in which direct experience 
and performance occupy the greatest amount of time in the life of 
the individual.” In an attempt to carry out this thought, we provide 
occupation for the opportunity it offers for direct experience. 
“ Play,” the opposite of work, and just as necessary in the success- 
ful integrated life, is provided by various methods of social therapy. 
It is amazing to discover the number of people who have no hobby 
or interest to serve as an escape and relief from the burdens of the 
average life of work and responsibility. We attempt to discover the 
basic gifts and qualifications of each patient so as to arouse such 
interest in them. During the evenings practically all the patients 
are together in some form of pleasurable social diversion. Group 
games of various types, dancing, movies, theatre parties, sleigh 
rides, etc., are provided according to the circumstances of each 
case. During the day certain of the patients have provided for 
them, on their schedules, forms of play which may be combined 
with exercise, as in golf, tennis, swimming, deck-tennis, ping pong, 
walks, etc. “ Exercise,” graduated and based upon the physical 
condition, age and need of each individual patient, is prescribed 
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in definite form and amount on each schedule. “ Rest” is also pro- 
vided as an individual prescription in each case. It may consist of 
a short nap after lunch, or of certain prescribed hours in bed each 
day. The so called “ Rest Cure” as such, has no part in the pro- 
gram, and is not utilized as a therapeutic measure by the group. 

On the day following admission of the patient, daily interviews 
are begun with the physician to whom the case has been assigned. 
At these daily conferences between patient and physician, an 
attempt is made to ascertain detailed and intimate historical rela- 
tionships as to family life, reactions toward parental contacts, 
dream life, content of solitary ruminations, the disturbing experi- 
ences and anxieties of childhood, adolescence and adulthood, and 
any evidences of previous maladaptation, in short, to bring out, as 
far as possible, all tle fundamental facts, both objective and sub- 
jective, entering into the case. The necessity for an uncritical 
attitude upon the part of the patient toward what comes to his 
mind is stressed. The patient learns how to talk things out with 
less and less reserve as he discovers that his disclosures, even 
though they may appear fantastic, immoral, unethical or ridicu- 
lous to him, are not met with an attitude of moral blame, outraged 
zsthetic sense, conventional judgment, correction or domination 
upon the part of the physician. As he goes on, he may bring more 
and more ancient memories and feelings to the surface, and gradu- 
ally crystallizes and welds them together into a more rational whole 
by the use of the insight into his mental trends which he is at the 
same time slowly developing within himself. Frequently, in the 
simpler situations, very few interviews are required in order that 
he discover for himself what part of the adaptive machinery is at 
fault, and for him to develop a technique of handling the malad- 
justment on a more satisfactory level in the future. During these 
interviews suggestions are are also made for the necessary environ- 
mental readjustments. In other cases, the conferences must be 
prolonged over long periods of time and sometimes free association 
used when it seems the appropriate method by which to uncover 
such motivating factors and relationships as are temporarily in- 
accessible to the present memory. Word association tests may like- 
wise be used if indicated. A detailed personality study is made on 
the basis of an inquiry into the habitual expressions of disposition, 
temperament and character. Frequently this is made the starting 
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point for the excursion into free association. Suggestion, reassur- 
ance, and intelligent persuasion are all utilized where they seem 
indicated and where their use appears to be bringing about the 
desired objective. One of the objectives of the therapeutic effort is 
based upon the old Pythagorean idea of “ Katharsis.’’ Hypnosis is 
sometimes used to overcome obstructive symptoms in cases of 
major hysteria. 

From a study of all types of nervousness it is evident that there 
are certain mechanisms and factors common to all of them. A 
knowledge of these common factors, together with bits of psycho- 
logical information, which had been found useful to all patients, 
regardless of their type, led to the writing and use of a series of 
five informative pamphlets, the use of which is at present one of 
the very few factors of treatment standard for the majority of 
patients coming under our care. 

The actual re-education of the patient is begun early in the 
course, and is based naturally upon the development of insight and 
study of the factual material brought out in the interviews, to- 
gether with the general information contained in the five pamphlets ; 
all amplified and correlated by the experience and intuition of the 
individual physician. Retraining is continued during the entire 
residence of the patient, and consists of living as nearly a balanced, 
normal life as possible in the light of his new orientation. As the 
patient becomes better acquainted with his own personality and 
develops more and more success in utilizing his insight, his retrain- 
ing induces the formation of more desirable habits of response. 
The treatment is roughly divided into three stages. First, clarify- 
ing the situation, developing insight into the meaning of the entire 
maladaptive episode, and outlining the beginning of a technique for 
handling the problem on a higher level of adaptation. Second, 
applying the technique in an environment which is practically devoid 
of all serious responsibility, other than for cooperation and re- 
stricted specified effort. Third, putting the technique into effect in 
a trial environment away from Stockbridge, or at home in the usual 
environment of the patient, as seems indicated. Most patients are 
advised to return for a revisit and check-up at the expiration of a 
few months after discharge in order that the quality and rate of 
progress may be evaluated, the application of the acquired knowl- 
edge and insight checked up, and constructive criticism applied. 
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In almost all cases, the re-education is supplemented and rein- 
forced by the use of the five pamphlets already referred to. These 
pamphlets are reference texts covering chiefly such informative 
facts of physiological psychology as have been found to be of defi- 
nite use and interest to most patients. The subject matter covered 
by each pamphlet is first discussed with the patient, and at the end 
of the interview, the pamphlet is given to the patient for future 
reference and study. This method avoids the difficulty usually 
experienced during an interview when a patient fears that unless 
he makes elaborate notes he may forget what has been said. The 
use of the pamphlets also helps to keep the re-educational process 
definite and progressive in an orderly manner. Sometimes besides 
the pamphlets, supplementary reading is prescribed. 

The first pamphlet, “ Elementary Mental Mechanics,” outlines 
the concept of psychobiological integration in terms of total reac- 
tions of a personality, rather than in separate reactions of the mind 
and of the body. An elementary picture of the structural basis and 
physiology of the central nervous system, and the interchange of 
impulses from the physical to the mental, and vice versa, is illus- 
trated as the functional bond which ties them together. The part 
which the sympathetic system plays in the production of somatic 
and vegetative disturbances, and thus the physical element of the 
emotions, is explained as the basis upon which many functional 
illnesses of the sensory type are erected. A theory of consciousness, 
with its divisions into the aware and the unaware, is discussed in 
order to give the patient an insight into certain other psychological 
theories. The instinctive equipment is described, and its various 
excitants, emotions and impulses which go to make up the instinc- 
tive machine, are explained in detail. The matter of association and 
its importance as a reactivating agent for emotional reactions is dis- 
cussed, and an attempt is made to find illustrative examples of this 
mechanism in the experience of the patient. Finally, the part that 
intelligent choice plays in modifying the expression of the instince- 
tive life is stressed. 


The second pamphlet, “‘ Sensory Symptoms,” explains the effects 
of mind and body upon each other, and uses this concept as the 
basis of explanation for the difference between the organic and the 
functional illness. Nervousness is defined, and its mode of expres- 
sion in the sensory field gone into. The division of the sensations 


1933 | HORACE K. RICHARDSON 53 


of the body into those that are easily and quickly brought into the 
attention and those that ordinarily remain out of the field of the 
awareness is described. The former, the mobile sensations, consist 
of such sensations as seeing, hearing, temperature sense, touching 
and pain, and represent the mechanism by which we quickly gain 
a knowledge of what is going on about us in the environment. The 
latter, the stable sensations, consisting of such senses as vibration, 
pulsation, balance, position, muscle and joint sense, represent the 
sensations of organic orientation. The mechanism of dissociation 
of sensations is discussed, and the effect of concentration upon 
sensation is explained as the nucleus around which a given type 
of nervous maladaptation may develop in the form of “ Pain hab- 
its.” The mechanism of the fatigability of nervousness is gone 
into in detail and the difference between it and real fatigue is 
explained. Suggestion as a factor in etiology as well as in 
therapy, especially in relationship to sensory symptomatology, is 
also described. 

Book III, “ Maladaptation,’’ explains the biological law of adap- 
tation, and points out the results of failure. The machinery of 
adjustment is outlined and developed around the idea of biological 
evolution, and is explained as consisting of the four types of reac- 
tion outlined above. The theory of necessity is given as the force 
behind this growth, and the ethical development of man is placed in 
the same genetic category, and as the result of exactly the same 
forces which pushed man up from the reflex level of life through the 
instinctive and the intelligent types of adaptation to a higher one. 
The part repression takes in the formation of certain psycho- 
neuroses is considered, and the difference between voluntary, con- 
scious repression and the involuntary type is explained. The more 
usual forms of psychoneurotic expression are outlined and an 
attempt is made to have the patient explain the function and ex- 
pression of his own neurosis in the light of the insight which he 
has developed into his own mental trends. 

Book IV, “ Efficiency,” explains the nature and function of the 
neurosis. It illustrates the service it performs for the patient, and 
an attempt is made to show that it is the result of an unintelligent 
and unskillful use of the forces of disposition and temperament. 
The keynote of the neurosis is inefficiency in the business of living, 
and the disproportion between what one puts into life and what one 
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gets out of it, produces the sense of dissatisfaction, failure, frus- 
tration and inadequacy which frequently is the expression of the 
underlying neurotic background. Efficiency in living implies in the 
first place a fairly definite objective. Its very essence however is 
accomplishment, with the least possible waste of time and energy. 
This is brought about by the use of the “ Tools ” of efficiency, i. e., 
attention, power of choice and observation. The use of the former 
is to determine the values we give to the distracting elements of 
life, and the effect of these elements upon us. The philosophy of 
acceptance, through the use of toleration is stressed. Toleration is 
described as the ability to endure without injury and is differentiated 
from the attitude of resignation or abnegation. The power of 
choice is explained as a selective function, using the attention as a 
focal point. It is the direct use of intelligence for the purpose of 
decision, judgment and discrimination. Observation, the third tool 
of efficiency, is the objective, purposive use of the attention. It is 
the taking of a voluntary, critical attitude toward what particular 
circumstance of life is presented to the senses at a precise moment, 
for the purpose of determining its value. The doctrine of frustra- 
tion is explained and the part it may play in overcoming the neurosis 
is gone into. Real efficiency in living is explained as being deter- 
mined by the relative positions of feeling, thinking and action. 
The last book of the series, “‘ Rest,” is utilized for the purpose of 
instruction in this important habit. Insomnia is explained upon the 
basis of fear of not sleeping rather than upon the fact of being 
awake at night. We believe that sleep is only one part of a still 
more important matter, 7. e., rest. It is obvious that when the 
psychoneurotic (or anyone for that matter) has learned how to 
handle his conflicts he finds little or no difficulty in resting. When he 
has learned how to rest, the matter of sleep ordinarily takes care 
of itself. We explain this upon the bases of demobilization. It is 
believed that there is also a spiritual basis for rest depending upon 
absence of intolerance, feelings of anger, guilt, shame, unforgive- 
ness and atonement. Until these characteristics are resolved, noc- 
turnal rest cannot be expected. Frequently, restlessness is de- 
pendent upon a lack of objectivity and the absence of a clearly cut 
purpose. We believe that a certain amount of responsibility, which 
gives to the patient a feeling of amounting to something, of being 
important and of “‘ belonging,” is necessary to produce that feeling 
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of satisfaction which brings peace and rest. Finally the booklet 
goes into the more generalized technique for handling relaxation, 
rest and insomnia. Rest is explained as the state of the psycho- 
physical machine which results from relaxation of the body, re- 
pose of the mind, and peace of the spirit. 

We believe that psychiatry does not perform its entire function 
when it simply develops within the mind of the patient an insight 
into the motivation for his discontent. It must help him to crystal- 
lize his immediate and distant objectives, and it is believed that it 
must go yet further, in also helping him to acquire the basis, at 
least, of a practical philosophy of life which will bring to him a 
feeling of satisfaction and completeness; and a conviction in the 
reality of ideals. Therefore, a constructive synthesis is one of the 
most important elements of the re-education. We make an attempt 
to suggest “a way of life”’ which will provide for him a plan of 
living which will prove more successful and satisfying than the 
one upon which he has lived up to the time of his illness, and one 
which will prevent the jamming of the machinery of living in the 
future. Naturally, this is erected upon the insight which he has 
developed into his own personality needs, the knowledge he has 
discovered about the motivating causes of his behavior, and the 
information he has obtained through his course of reading. 

The first step in this effort is to assist the patient in defining a 
purpose which will not only transcend his daily plans, and am- 
bitions, but will carry him through successes, failures, frustrations 
and disappointments. It must be a purpose, then, that wiil give 
form, character and soundness to his personality, satisfy his inner 
spiritual needs and give him peace, tranquillity and happiness in 
living. As Dawn Lovelace recently wrote in the “ Forum” in 
speaking of “ The younger group of intelligent thinkers ”—‘ They 
are seeking solid ground—a set of philosophical standards which 
will make living, not a negative waiting for death, but a positive 
reality.” In the words of Adler, “ A goal so constructed that its 
achievement promises .... an elevation of the personality to 
such a degree that life seems worth living” and “ striving for a 
goal. ... is not only a philosophic assumption, but actually a 
fundamental fact.” We believe that the fundamental fact of life is 
the drive for a sense of security, harmony and equilibrium which is 
not simply the absence of threat or effort ; and it is this realization 
of a sense of equilibrium which is made the basis of the great 
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purpose in life. It is made up of certain integrities, certain values 
which, when intact, result in a feeling of certainty, but when too 
severely threatened, result in a generalized basic uncertainty and 
anxiety. The integrities making up the background of this sense 
of security are, the preservation of the selfhood, sanity, physical 
health, economic soundness, domestic certitude, satisfying social 
standing, professional security, civic safety, religious freedom, etc. 
Naturally, these integrities vary materially in their meaning and 
importance to different individuals, and they affect different per- 
sonalities in varying modes. The development of a philosophy of 
life is erected around a dynamic effort toward the maintenance 
of these integrities day by day, and functions as in specific attitudes, 
mental habits, manners and disciplines applicable to all the activities 
of life. 

I do not mean to convey the thought that psychiatry should in- 
vade the field of morals as such, but we do firmly believe that 
psychiatry should at least point the way for the development of 
conviction of the reality of human relationships, reactions and 
needs. We believe that it should aid in producing that essential 
sense of purposive striving that satisfies, and that it should look 
upon chronic cynicism, and attitudes of denial and negation and 
intolerance as the result of a diseased philosophy of life, whether 
they occur in the individual or permeate an entire society. We 
believe it is the function and duty of psychiatry to actively combat 
these trends, wherever found, by pointing out that, in spite of the 
present confusion and doubt and pessimistic bewilderment, and 
apparent failure of the older standards of the world, there are 
certain standards to which one may attach himself with finality; 
that there is solid ground upon which to live; that there are 
principles of living which bring what every man wants, and make 
the world a better place in which to live ; that there are beliefs which 
one can hold with certainty, and that faith is as practical and useful 
a mental mechanism today as are the more modern mechanisms 
of rationalization, projection, and sublimation. We do not believe 
that the synthesis of human understanding should result in a re- 
treat from reality to the freedom of instinctive manifestation, but 
that it should recognize the advantages of the intelligent and ideal 
levels of reaction as essential to human growth and a spiritual 
development. 


PRACTICAL MODES OF TREATMENT IN HANDLING 
MENTAL HYGIENE PROBLEMS IN A UNIVERSITY.* 


By SYDNEY KINNEAR SMITH, M.D., Oaxktanp, Cattr. 


In considering the therapeutic procedure in the handling of men- 
tal hygiene problems in a university, we are basing our study on 
1000 cases that have been studied between 1924 and 1932. The first 
half of our report will deal with our modes of procedure, while 
the second half will include certain statistical material that we have 
amassed in reviewing this group of cases. This statistical infor- 
mation is a continuation of a similar study of 300 cases re- 
ported previously and serves in the evaluation of our work. 
Consequently we propose to offer it, not as being directly con- 
nected with therapeutic procedure but, indirectly, giving us con- 
siderable light on the type of material with which we are dealing. 

Obviously in a group as large as this we can give only an 
indication of our general procedure. We should like to do this 
from a point of view on individual integration at several levels 
of adaptation, keeping in mind especially (1) the somatic level, 
(2) the social level, and (3) the psychological level. We appreciate 
the fact that there are no hard and fast levels as regards the 
function of the organism and realizing that each level develops 
from one below into the one above, that each controls the one below 
and is controlled by the one above. With this reservation may 
we then consider three groups of cases and our methods of 
dealing with them. 

Our cases come to us with an initial medical examination and 
routine laboratory investigation. In most cases there is a recent 
medical examination and if such is not the case, it is done at once. 
Examinations in the various special fields are also available. To- 
gether with the physical data, we have available a complete academic 
record and a less complete record of social accomplishment. All 
entering students of the university fill out a questionnaire aimed 
at the detection of emotional instability and organic involvement 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 3, 1932. 


; 
| 
j 
i; 
| 


58 MENTAL HYGIENE PROBLEMS IN A UNIVERSITY [July 


of the nervous system. This same questionnaire provides for a 
request for psychiatric service. We find that out of a thousand 
students about 5 per cent request such service at the outset of their 
university residence. 

A few typical causes for seeking psychiatric attention might be 
worthy of note. The following samples are suggestive : 


(1) Student No. 1 had influenza in 1925 and since then has been “ nervous” 
and having occasional “ dizzy spells.” University work is of poor grade. 

(2) Student No. 2 complains of a variety of pains without apparent patho- 
logical basis. There is a manic-depressive family back-ground. There is evi- 
dence of periods of mild depression. 

(3) Student No. 3 has many ideas of persecution, dating back to childhood. 
He has been referred to the psychiatric department on account of numerous 
very unpleasant contacts with doctors and nurses on the University Health 
Service. 

(4) Student No. 4 has periods of blushing and profuse sweating at casual 
contacts with other students. 

(5) Student No. 5 comes in at the request of the Administrative Offices 
due to the fact that he is on scholastic probation and his work is extremely 
poor. He gives a history of epilepsy of years’ standing with attacks increasing 
in severity and frequency. 

(6) Student No. 6 complains of a depression of three months’ duration. He 
is failing in the last semester of his senior year. He is eating one meal a day 
and at the time first seen had seventy-five cents only. 

(7) Student No. 7 states that there is a fish-like smell about him that he 
believes comes from an infected prostate, in spite of a number of negative 
urological examinations. 


(1) Adjustment of the Somatic Level—Here we must consider 
the field that lies at the borderline of psychiatric procedure, namely, 
the neurological and the endocrine, as well as many other somatic 
difficulties. In this group we find the epileptics, brain tumor, 
multiple sclerosis, progressive muscular atrophy, migraine, en- 
cephalitis, etc., in addition to a variety of more vague complaints, 
such as “stomach trouble,’ constipation, headaches, etc. Most 
of these latter difficulties finally find their solution at the psycho- 
logical or social levels. The first approach may well be at the 
somatic level and with this in mind we resort as freely as seems 
wise to the use of laboratory facilities, the other medical specialties, 
and periods of hospital observation. 

The services of a neurologist and neuro-surgeon are available 
when necessary. In regard to the problem of the epileptic, we are 
confronted with an intricate situation. In some cases it is wise to 
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advise the student to discontinue university work (and we are 
legally able to do this, if it is necessary). More often we attempt 
to cope with the problem as a purely physical one, investigating 
the case from point of view of blood chemistry, diet and allergic 
reactions. In our present state of ignorance of the so-called idio- 
pathic epilepsies we still resort, with rather little faith, to the usual 
therapeutic agents. 

Sometime ago, with the assistance of our Department of House- 
hold Science, we ran a series of cases on the ketogenic diet with 
practically no success. 

At the present time we are working rather intensively on a group 
cf epileptics from an allergic standpoint and we are hopeful of 
some reasonable results. However, we are coming to feel that 
a large part of our therapeutic procedure will lie in an emotional 
rather than in a chemical or bio-chemical approach. 

With these lacks of success in treatment at a purely physical 
level in mind, we are trying to carry out an analytical procedure 
with a limited number of these cases. 

A case referred to the psychiatric department as an idiopathic 
epilepsy may prove of interest in clarifying our procedure with 
this group. This student, aged 22, came to us with a history of con- 
vulsive seizures beginning ten years before. At the outset these 
seizures occurred about once a week. During the last two years 
they had been coming on somewhat more frequently. The seizures 
were not preceded by an aura. There were the usual clonic and 
tonic phases, lasting about five minutes and followed by several 
hours of malaise. This boy had been brought into the university 
hospital several times during his two years in college in a semi- 
conscious state following seizures on the campus. 

Before coming to the university he had had the usual course of 
bromides and on one occasion was put on phenobarbital for a very 
brief period and with very small doses. Physical examination 
revealed nothing of importance. This included a neuro-surgical 
examination with encephalograms, etc. Blood chemistry studies 
showed no abnormality. 

Our treatment procedure included a trial of three months on 
phenobarbital and a subsequent period on a carefully regulated 
ketogenic diet. There was no appreciable improvement. 

Having exhausted the usual modes of therapy we began to see 
this student twice a week in an attempt to arrive at some con- 


5 
? 
i 
{ 


60 MENTAL HYGIENE PROBLEMS IN A UNIVERSITY [ July 


clusion as to a possible emotional basis for his seizures. We con- 
tinued this attempt over a period of a year, and made use of free 
association and dream content. Briefly stated, we found that these 
seizures would appear to be in the nature of a flight from reality, 
dating back to very early childhood experiences that centered 
around family discord which reached a climax when this individual 
was about eleven years of age. 

The seizures began to diminish in number and in intensity after 
about two months of treatment. At the end of seven months the | 
spells had stopped and there was no recurrence up to the death of 
this student from pneumonia about a year and a half ago. 

(2) Adjustment at the Social Level—aAt this level we find a large 
part of our work. All of our cases, including psychoneuroses and 
psychoses are maladjustments in one form or another, but the cases 
classified as “ Social Maladjustments ” are rather that great group 
of students, who for reasons of financial stringency, family diffi- 
culties, or failure to adapt themselves to the rather unusual demands 
of a great university, through poorly balanced programs or inability 
to visualize their goal, are unhappy, or at least are not entirely 
satisfied with university life. 

This group of students is of necessity large, and probably larger 
in an institution like the University of California, than in a smaller 
school. In this group are many students, mostly freshmen, who 
bring maladjustment problems to the University Health Service 
because of the friendly feeling between physician and student. 
We find that the boy who comes from a small high school is often 
overwhelmed by the environment of a large university. His 
home situation has been suddenly changed; even his food is dif- 
ferent; he doesn’t know the university geography, doesn’t know 
what is expected of him, and doesn’t know how to study. It takes 
him six months or a year to come to any comfortable and reason- 
able balance. Such students need supervision and bolstering to tide 
them over this period, and need primarily someone to talk to. 
They are lonesome and out of their depth. Assistance at this stage 
may well mean that the boy can go on to a well-rounded, healthy 
university life, instead of becoming discontented and shut-in. 

The procedure instituted for such boys varies. First, we attempt 
to see that they are in a proper boarding house, or if they are in 
fraternities, that the upper classmen of the house co-operate in 
handling the situation. Well-balanced programs of work, sleep 
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and recreation are suggested. Some kind of recreational extra- 
curricular activity is urged, even in their first year. These students 
are advised to go in for glee-club work, dramatics, or activity 
among students in the local churches, since most of the Berkeley 
churches have student pastors who co-operate closely with us in 
handling such problems. The statistics that have been compiled 
show that the bulk of these students are non-fraternity men. Of 
the 1000 under consideration, 675 were non-fraternity men and 
only 325 fraternity men, while the student body as a whole is made 
up of about 35 per cent fraternity men and 65 per cent non-fra- 
ternity men. Five hundred and twenty-two of our 1000 cases were 
not participating in any extra-curricular activities. 

These findings are one more argument in favor of a dormitory 
system. The fraternity freshman is provided with adequate con- 
tacts, has a certain amount of social outlet, and is more or less 
forced to choose some extra-curricular activity, and thus has a 
better opportunity for a more speedy adjustment than has the non- 
fraternity man. The recreational center at Stephens Memorial 
is a big step in the right direction, especially for these non-fra- 
ternity students, for here they can meet other students, dance, play 
cards, read, and otherwise entertain themselves under excellent 
surroundings. 

Within the last two years two dormitories, Bowles Hall and 
the International House, have taken over the housing of 484 
students. It will be interesting at some future date to compare the 
number and type of problems arising in such settings to those in 
much less agreeable and less sociable surroundings. 

Financial stringency is not a difficult problem, for nearly always 
it can be alleviated by recourse to a variety of funds, scholarships, 
loans, or part-time employment. 

Then we have many students, who, in the maelstrom of their 
freshman year, wonder what it is all about and what they are 
driving at anyway. Our procedure is usually to have such students 
make contacts with faculty members in the department in which 
they are most interested. This faculty member is in a position to 
give the student a perspective and some encouragement. 

To cite a case in point, a boy of 19 came to us with the com- 
plaint that he could not sleep. We found that he was from a rural 
high school, where he had had an excellent scholastic record and 
had been the “ big man” of his year. He came to the university 
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with insufficient funds and found himself a job washing dishes in 
a fraternity, for which he received board and room. His university 
work was a bare passing average. He worried much over what 
was expected of him in the first mid-term examinations and was 
given a “ cinch ” notice in chemistry. He took no outdoor exercise 
and a minimum of gymnasium work. He had not been to a single 
party or student gathering of any sort. He knew possibly 25 
students on the campus, but none of them well. In brief, he felt 
that he was out of his depth and was looking around for help. 
Our procedure with this boy was: 

(1) To arrange a change of work, so that at meal times he had an oppor- 
tunity to meet and associate with other students. 

(2) To put him in contact with an understanding faculty member in the 
department in which he hoped to major. 

(3) To give him a note of introduction to the student pastor of his church 
affiliation. 

(4) To find a place for him, in a minor part, in one of the university dra- 
matic productions. 

(5) To advise and aid him to outline for himself a well balanced program 
of study, exercise, food and recreation. 

(3) Adjustment at the Psychological Level—With an attempt to 
bring about an adjustment at this level, we encounter our most 
difficult psychiatric problem and at the same time our most fas- 
cinating one. It may be considered under three heads: 

(1) Psychoses. 
(2) Psychoneuroses. 
(3) Sexual maladjustment. 

The psychoses present a problem of minimum importance in a 
program of University Mental Hygiene. The frank psychoses 
cannot be cared for other than in a temporary manner in the 
university. Their care must be provided for outside of the uni- 
versity. Of more real importance is the pre-psychotic group. Here 
we are thinking especially of the schizoid type of personality and 
of the cylothymic. And with these individuals we should have some 
of our most significant successes. The majority of these students 
can, with direction and assistance, be carried through the university 
to a point of reasonable adjustment. Our approach must of neces- 
sity include more than one line of procedure. First, without an 
analytical technique the personality must remain a closed book to 
us, and without re-direction and re-education our analytical pro- 
cedure is inadequate. Our effort along this line may be illustrated 
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in the case of a boy who was referred to us because he was failing 
miserably in his academic work. His first explanation of this was 
that he “ hated the whole business,” an explanation on which being 
more carefully scrutinized showed the following background: 

This student at the age of nineteen came from a home of little 
or no intellectual nor economic attainment. Since early childhood, 
there had been friction between the boy and his family, especially 
with his father. In his early teens the boy had been ridiculed by 
his father as being “ high-brow.” At about this time there occurred, 
naturally, an extremely strong sex urge which was poorly handled 
and without the aid of a healthy point of view. Sex interest and 
manifestations became to this boy a thing of filth and disgust. 
Girls were shunned. More and more this boy withdrew from the 
usual contacts of his age and created for himself a world of 
phantastic satisfaction. This had progressed so far that when he 
entered the university he developed no associations. There were 
infrequent hallucinatory experiences as a part of this phantasy 
life. Academic work gave way to this internal world. Naturally, 
he “hated the whole business,” 7. e., the demands of university 
life because it interfered with his mode of emotional satisfaction. 
However, he had insight enough to appreciate the abnormality of 
his existence. 

Our first endeavor was to reconstruct the steps in the development 
of his phantasy life, tracing up through the family antagonisms, 
love of mother, resulting jealousies toward father and other mem- 
bers of the family. We tried to show this young man the basis for 
his attitude toward girls and finally something as to his reasons 
for shutting himself off from normal contacts. Supplementary 
to this procedure we worked out with him a reasonable but cautious 
plan for a wider association. 

We can report in this case that a better home relationship has 
resulted, there is relatively little of the phantasy production, there 
are no hallucinatory experiences, and the boy is coming quite slowly 
to develop a reasonable companionship. This last semester he has 
secured a minor position on one of the university publications. 

The psychoneuroses are too big a problem for generalization, 
but there is much of interest in this group. From an intellectual 
point of view, our type of material is good, and we feel that if 
anything can be done to improve a psychoneurotic, it is with 
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material of this kind—intelligent men, willing and eager (in so far 
as a psychoneurotic can be) for help and anxious to co-operate, 
Our work is made more efficient with these students, in the first 
place, because it involves no financial obligations, and, in the 
second, because our staff has the power to keep them coming 
for necessary treatment. 

While time does not permit of any ideal analytical technique, 
it is our general mode of procedure, and it is carried out as fully 
as the time at our disposal will allow. 

Thus we are supplied with a reasonable method of treatment 
in our handling of these cases. It is obvious that our first step must 
be to abolish the barrier and provide a means for the emotional 
situation to come into consciousness. Next we must get the student 
used to his own memories, so that he can face them without 
emotional difficulty, direct or indirect. When the need of repres- 
sion is gone the symptoms tend to disappear. Unfortunately the 
process is not as easy as it sounds, for we find that the student 
immediately resists, either consciously or unconsciously, any effort 
to bring these things into consciousness. It is painful to the student, 
while shutting them out produces a superficial peace of mind. Thus, 
we must realize that a psychoneurosis always serves the individual 
a useful purpose. Until this useful purpose is abolished it is very 
difficult to deal with the disorder. 

We may illustrate briefly the handling of a fairly typical case 
that we have seen recently: 

A student of 20 was referred to the psychiatric department with 
a flaccid paralysis of the right arm, of about a month’s duration. 
There was no evidence of any organic paralysis, after a careful 
neurological investigation. There was a history of an automobile 
accident a year before, resulting in the death of another student. 
The present patient was the driver of the car. At the inquest con- 
siderable reflection was thrown on the patient. For several months 
after this he was sleepless, had nightmares, and was failing in his 
studies. About six weeks before the time we saw him he had madea 
determined effort to forget the unfortunate episode of a year before, 
bolstered in this effort by the advice of his family physician to 
“ forget it.” Consciously he had probably succeeded. 

In this case we spent six visits with this student in allowing 
him to recount the details of the accident. Further time was 
spent in free association and recounting dream experiences. While 
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the emotional situation was somewhat more involved than has 
been indicated here, we did find that after a relatively short period 
of treatment the paralysis completely disappeared. Along with 
the procedure just mentioned, we endeavored to establish new 
campus interests and made some re-arrangement in his study 
program. 

The sex problems are not so easy of solution. They come gen- 
erally under two heads—masturbation and homosexuality. With 
masturbation our procedure is along the lines of sexual re-education 
and frequent conferences. The improvements are fairly numerous. 
The problem of the homosexual is, naturally, much more difficult. 
At one time in our university history such students, when found 
out, were immediately dropped. It is difficult to say what our 
stand should be in these cases generally, but our feeling is that we 
should make every effort to improve the situation through (1) 
analytical procedure; (2) re-direction of energy into healthful 
channels; and (3) re-education. 

The great class of intellectual inferiors is a sad one in any 
institution of learning. These boys have no mental capacity to 
acquire an academic degree, but would make excellent mechanics 
or farmers. Such students, after talking to them, and to their 
parents if possible, we recommend to the Administrative Offices as 
poor university risks, to be dropped when possible. 

As we suggested at the outset of this discussion, we propose 
to present some statistical material that we have accumulated as to 
the nature of our cases, their source, academic level, etc. Our group 
of patients were referred to us from the following sources: 


(1) General Dispensary 


These students ranged by classes as follows: 

Total. Voluntary. Referred. 
(2) 244 97 147 
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Diagnostic Grouping: Total. Voluntary. Referred. 
(1) Social maladjustment ......... 316 72 244 
(2) Sexual maladjustment ......... 198 4 104 
(3) Psychoneuroses ............... 215 104 III 
(4) Intellectual inferiority ......... 37 4 33 
(5) Psychopathic personality ...... 41 6 35 
(7) Ductless gland disorders....... 31 2 29 
(8) Neurological disease .......... 72 10 62 


In presenting a grouping of this nature we are entirely aware 
that it is inaccurate and that there is much overlapping. However, 
appreciating its inaccuracy we feel for purposes of practical dis- 
cussion that it is of value. 

It may be of some interest to indicate the numerical incidence 
of the problems listed above according to years of academic 


standing. 

= 
Social maladjustment ..... 316 117 
Sexual maladjustment ..... 198 73 
Psychoneuroses ........... 215 80 
Intellectual inferiority .... 37 15 
Psychopathic personality .. 41 4 
Ductless gland disorders.. 31 19 
Neurological disease ...... 72 36 
16 4 


In looking back over our work of the 
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316—(1) Social maladjustments ...... 
198—(2) Sexual maladjustments ...... 
15—(3) Psychoneuroses ............. 
37—(4) Intellectual inferiority ....... 
41—(5) Psychopathic personality ..... 
Ductless gland disorders.... 


Sophomore. 


35 24 
21 13 
13 12 
7 I 
6 0 
8 I 
3 2 
0 
2 0 


last few years, we have 
attempted to come to some conclusions as to the degree of success 
and failure that has resulted from our efforts, and our findings 


in this regard may be tabulated as follows: 
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Conclusions drawn from our treatment of one thousand psy- 
chiatric cases on the health service of the University of California, 
and from an analysis of figures compiled from this group, are: 

(1) The majority of the cases seen come either from the gen- 
eral dispensary service or come voluntarily. 

(2) There is no essential difference in the number of cases com- 
ing voluntarily in the various university years. 

(3) More students are seen as psychiatric problems in their 
freshman and sophomore years than in the later years. 

(4) Social sexual maladjustments and the psychoneuroses con- 
stitute the bulk of the treatment problem. 

(5) There are more cases of sexual maladjustment and psycho- 
neuroses coming voluntarily than there are from any of the other 
groups. 

(6) Treatment of these problems can be considered at the so- 
matic, social and psychological levels. 

(7) Treatment consists of, 

1. Attention to physical well being. 

2. Adjustment to the social demands of a university group. 

3. Analytical procedure, especially in the psychoneurotic 
group. 

(8) The greatest degree of improvement has been found in: 

1. The sexual maladjustments. 
2. The social maladjustments. 
3. In the psychoneuroses, in the order given. 
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HYPNOSIS AND ALLIED FORMS OF SUGGESTION IN 
PRACTICAL PSYCHOTHERAPY.* 


By OSCAR J. RAEDER, 
Psychopathic Hospital, Boston. 


Suggestion has been known since time immemorial. As a thera- 
peutic agent, however, we might say that hypnotic suggestion was 
discovered in the latter part of the eighteenth century and reached 
the height of its fame in the latter part of the nineteenth and the 
early years of the twentieth, and then almost dropped out of 
existence except for experimentation in the college laboratories 
for psychology, though in Europe it has been employed somewhat 
more than in America as a therapeutic agent. At first its scientific 
worth was greatly discounted by public opinion because of its wide 
abuse by showmen and charlatans, who took advantage of the 
sensationalism of its phenomena. Later on, it was taken up and 
studied scientifically by such men as Braid, Liébeault, Bernheim, 
Charcot, Babinski, and others. This was in its golden period. 
Later on, when such earnest men as Dubois after giving it a trial 
decried and abandoned it, it began to lose favor rapidly. Dubois 
especially felt that, though it was an effectual remedy against cer- 
tain forms of disease, it had too serious a disadvantage in its appeal 
to the sentiments of the patient rather than to his reason. Many 
other men felt the same way. Perhaps Bernheim’s all-inclusive 
idea of suggestion was an important factor in turning men against 
suggestion. His idea about suggestion could be compared to Freud’s 
pan sexual theories. He thought that the acceptance of an idea by 
a patient was suggestion by whatever way or means it may have 
gained entrance to the mind. Janet was instrumental in restricting 
the definition of suggestion and his ideas were generally accepted. 
Then other methods of psychotherapy, especially that of persuasion 
and logical reasoning, education, and the like, rapidly superseded 
the methods of hypnotic suggestion. However, there is a question, 
after all, how much suggestion does play in these other forms 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30—-June 3, 1932. 
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of psychotherapy. Psychoanalysis was one of the treatment meth- 
ods developed through hypnosis. 

We prefer to use a logical reasoning and persuasion in the large 
majority of cases, those patients contactible on higher intellectual 
levels. However, we feel that there is, nevertheless, a group of 
patients in psychiatric practice, though it may not be large, in which 
rapport on this level cannot be accomplished at once and in which, 
therefore, it is desirable to establish contact on a lower level. 
Hypnotic suggestion, we feel, has a place in the neuropsychiatrist’s 
armamentarium much like blood letting in that of the surgeon. 
Bleeding is not used as formerly, draining the strength of every 
patient the physician was called upon to treat ; but now and again, 
the drawing off of a pint of blood from a hypertensile cardiopath 
almost works magic. So also, hypnotic suggestion often yields 
splendid results in the small group of cases referred to above. 
Hypnosis was once regarded as a panacea, but after it fell into 
general disfavor even its particular values were lost sight of. There 
are certain neuropsychiatric types in which dissociation of the 
personality occurs and where hypnosis and its allied forms of 
suggestion are especially useful, sometimes as a means of diagnosis, 
and again in treatment. 

“ Suggestion, in general, consists of the influence exercised by 
an idea that has been suggested and that has been accepted by the 
brain.” (Bernheim, quoted by Janet ; Psychological Healing, Vol. 
1, English translation, page 174.) Suggestion is a property natural 
to the mind and is especially powerful in children. This is due to 
the fact that in children the powers of logic and reasoning are not 
developed and therefore do not inhibit the forces of suggestibility. 
In every adult there remains more or less tendency to accept sug- 
gestion. The degree of suggestibility varies in different individuals 
and may vary in the same individual under different conditions. 

Schilder and Kauders (Hypnosis, English translation, Nerv. and 
Ment. Dis. Monograph Series 46, 1927, New York and Wash- 
ington) in their excellent treatise on hypnosis state that “ the 
characteristic point about suggestion is obviously in the fact that 
we may be made by it to conceive, perceive, judge, and even act 
without due cause (from the point of view of the person sug- 
gested).” The implication is that a person may be made to do 
things by suggestion which would be more or less contrary to his 
own feelings at the time. A striking peculiarity about suggestion 
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is the fact that when a person is allowed to focus his attention and 
accept suggestion, he becomes still more suggestible. Varying de- 
grees of suggestibility can be developed by this procedure. When 
it develops to a certain extent we have what is known as a hypnotic 
state. Before reaching hypnosis, we have varying degrees of dis- 
sociation known as somnolence, the hypnoid state, and the hyp- 
noidal state of Sidis. All these states prior to the reaching of 
hypnosis are very valuable for therapeutic uses. The hypnotic 
state itself is again divided into varying degrees of dissociation, 
from very light hypnosis, in which the patient remembers every- 
thing that has happened during hypnosis, to very deep states with 
somnambulism and complete amnesia. Along with these different 
degrees of suggestibility, we have, running more or less concur- 
rently, varying states of dissociation. 

Morton Prince, in his paper before the American Neurological 
Association in 1926, brought out the nice relationship of these 
varying gradations, beginning with a mild degree of concentration 
of the attention and running the whole scale of dissociation to a 
high degree of abstraction, including dual personality. 

In the practical treatment of disease, it is generally agreed that 
the milder states of suggestibility, such as the hypnoidal state and 
the state of light hypnosis, are much more valuable to the psycho- 
therapeutist. It seems that in these mild states there is a greater 
degree of consciousness, that the personality of the individual 
exercises a greater influence through the other mental faculties, 
such as reasoning and judgment; and that while suggestion must 
be given over a longer period of time, the effect is a great deal 
more lasting. 

In hysteria we have a state of dissociation which is identical 
with that of hypnosis. It is possible to establish rapport with a 
person in a hysterical condition by suggestion and carry him on 
through to a different conclusion of his seizure than he would 
reach if allowed to continue by the autosuggestion of his own 
dissociated mind. It is the cases of pronounced hysteria where the 
deeper states of hypnosis are necessary which are the most diffi- 
cult to cure. The results of hypnosis in these cases are more in- 
tense and dramatic, but their lasting influence varies in inverse ratio. 

In patients with obsessions and amnesias, of alcoholic or other 
origin, in certain early types of dementia przcox in which there 
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are psychoneurotic elements, and in the more purely hysterical 
types of psychoneurosis, we find uses for suggestion. In the recent 
war, there were numerous cases of amnesia due to shell shock in 
which hypnosis was used with success. Thom, in 1920, reported 
such cases before the last meeting of this society in this city (D. A. 
Thom: Amer. Jour. oF INsANITY, LXXVI, 437 et seq., April 
1920). His experience attested to the value of suggestive therapy, 
particularly hypnosis, in these dissociations. In ordinary civil life 
of peace times, there are fewer cases of this type. 

In the cases I wish to report, I have used the following types of 
suggestion: light hypnosis induced in the ordinary way, using the 
method of Braid modified to meet the case; hypnoidization, a 
method devised by Sidis, which is frequently very effectual when 
hypnosis for one reason or another cannot be readily employed. 
Goldwyn has recently reported the use of this method with some 
of his patients (Jour. of Abnor. and Soc. Psych., Vol. 24, pp. 170 
et seq.). Combined with these methods, and sometimes alone, I 
have employed suggestion in the waking state during the ordinary 
psychiatric consultation, and more especially in the few minutes 
immediately following light hypnosis, when the patient is especially 
suggestible. Such treatments have been short in duration, lasting 
usually from 12 to 20 minutes. In some cases, repeated treatments 
were employed; in others, only a single treatment was necessary. 


Case 1.—A middle-aged business man is suddenly seized with blindness and 
photophobia. His eye doctor finds nothing in the history or physical examina- 
tion to account for his symptoms on an organic basis and refers the patient to 
the psychiatrist. With the help of the ophthalmologist’s report and a history 
from his wife of the patient’s past emotional life, he is immediately prepared 
for suggestion. After the usual cursory neurological examination, testing the 
reflexes and examining the eyes, it is explained to him that his eye trouble is 
due to nervousness and he can be cured promptly if he will follow out in detail 
the treatment given. It is then explained to him as follows: That he will be 
allowed to lie on a couch and relax as completely as possible, as if he were 
going to sleep; he is to try to think of nothing except what the examiner is 
telling him; an electric current will be applied to his head and he will feel 
slightly dizzy. After a short interval of sleep in which his vision will be com- 
pletely restored, he will be waked up and find his eyes in perfect condition. 
This procedure is then carried out. After he has closed his eyes, the curtains 
are raised to allow bright daylight to fall upon the patient’s face. He is put in 
a standing position, facing the window and told to open his eyes and look at 
the examiner. He does so and is astonished to find he can look into the bright 
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light without difficulty. This, however, is just the beginning. He is told that 
his eye trouble is due to worries and other problems he has been grappling 
with, and that now we shall endeavor to treat the underlying condition. This 
was carried out in the.subsequent psychiatric consultations. A definite mecha- 
nism based on a domestic difficulty was easily brought to light, and the patient 
made an uneventful recovery. There was no recurrence of photophobia and 
suggestion was applied only once. 


We do not claim in this case that good results might not have been 
accomplished without suggestion. We do believe, however, that the 
removal of his conversion symptom was a quick method of estab- 
lishing confidence and probably was an important factor in saving 
time in the subsequent mental exploration. 


CAsE 2.—The next case is an example of cathartic hypnosis used as a diag- 
nostic measure. A single woman, aged forty, entered the clinic complaining of 
fainting spells. She would fall on the street, apparently unconscious, be taken 
up by the police and carried to a relief hospital. There, if not sooner, she would 
recover. Nothing could be found on physical examination, and after an hour 
or two she would be allowed to depart. These spells had occurred at varying 
times. 

A physical examination showed no evidence of organic nervous disease. The 
psychiatric interview was begun. The patient complained of home conditions, 
especially the worry and humiliation caused to her mother, her sister, and 
herself by a brother who was a periodic alcoholic. He had been arrested sev- 
eral times for drunkenness, and had been sent to jail. They had tried in every 
way to cure the brother of the alcoholic habit but in vain. His sprees were more 
numerous since the increase in unemployment and the family was at its wits’ 
end. He was such a good son and brother otherwise, something must be done. 
The patient seemed to be preoccupied with this idea. When she was asked 
about the history of her childhood, she suddenly fainted and fell to the floor, 
completely relaxed. After she recovered, she was allowed to go home and 
another appointment was made. The same experience happened on three suc- 
cessive visits. The third time, while in such a trance with mild convulsive 
phenomena, clonic movements of her body and especially of one extremity, 
with a low moaning, rapport was established by suggestion. The patient 
responded promptly, stopped her movements and moaning, and remained quiet. 
She was allowed to rest for a few moments, during which time she was told 
she would wake up feeling refreshed, clear in her mind, would have no headache 
or pains, and would feel ready to return to work. She was then awakened. 
She woke slowly, a momentary dizziness passed off, and she felt well. She 
thanked the examiner and agreed to return. 

On the next interview, the patient was placed in light hypnosis for a short 
time (about 10 to 15 minutes) after first being informed that she would go 
into a light sleep, during which sleep she would try to recall memories of her 
childhood and school life. This was the first consultation that was completed 
without a spontaneous fainting spell. During light hypnosis she was asked 
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to recall her earliest memories ; those of her home, her parents, her sisters and 
brothers, and her playmates. She was asked to think of her troubles and her 
pleasures as she remembered them; for what disobediences she was punished 
and for what acts she was praised; her going to school, meeting new people, 
teachers and children, making new friendships. She was taken in this general 
way through school and play life to the age of about 15, when she went to work. 
Her recollections were ended and after a few minutes during which the usual 
suggestion of physical well being and refreshed feeling after the treatment was 
offered, she was allowed to wake up. She recovered quickly and felt well. No 
reference to her more intimate thoughts was made during the above recital; 
nor were physical growth, adolescence, etc., referred to. Immediately after 
awaking, she was asked to tell the examiner in detail her thoughts. She began 
by saying that she could remember as early as two and a half years, when she 
played with her. sisters and brothers. Asked what games she played, she at 
once told of going out into the woods and indulging in sex play with her 
sister. Later on she did this with another girl. They were never discovered 
and she was never punished for this. As she grew older, there was a group of 
three and sometimes four, including a boy and his sister, the patient, and her 
own sister. She related sex experiences with the girls and with the boy, stating 
particularly that the boy, though he handled her and her sister, never indulged 
in such manceuvres with his own sister. She then told of sex experiences with 
the boy in which she claimed that coitus took place. Hereupon she began to 
bemoan her condition, she had caused her own ruination and there was no 
hope of salvation for her. She complained of a burning sensation and irritation 
in the genital area. She was sent to a gynecologist for a special examination, 
to rule out any organic condition. Nothing was found except a very slight 
leucorrhea, for which the gynecologist advised medicinal douches. She refused 
to carry out this treatment, however, on account of the sex symbolism aroused 
by such a manceuvre. 


Comment.—I feel that in this case a cathartic hypnosis was of 
value in arriving at the complex which was at the basis of this 
patient’s attacks. It is possible that this complex might have been 
discovered by the ordinary psychiatric interview, but here again 
we feel that we might not have arrived at the same results as 
readily or as quickly by other methods. The treatment in this type 
of case is somewhat difficult and we cannot yet report a recovery. 

In cases of early psychosis in which the writer has used sug- 
gestion, results have not been gratifying. We have sometimes 
had improvement in the early stages of some types of psychosis 
which resemble schizophrenia and in which there is a neurotic ele- 
ment present. The following case might be quoted. 

The writer was called in consultation to see a woman of 21 who 
had been taken to a general hospital where a tentative diagnosis 
of encephalitis had been made. Before going to the patient’s room 
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in the hospital, the history was gone over carefully with her rela- 
tives and with the physicians of the hospital. Her family history 
was negative except that the mother was rather easily worried, and 
one maternal aunt died in a state hospital after five years; she 
apparently had a recurrent psychosis with depression. Among 
the patient’s siblings, which consisted of one brother and three 
sisters, there was a splendid health history, especially from a 
psychiatric point of view. The patient’s personal history stated she 
had temper tantrums as a baby, would stand up in her mother’s 
arms and scream loudly and become rigid. The mother, however, 
did not submit to her will during these tantrums. There were no 
other neurotic traits. Her play life was normal. She was somewhat 
timid, followed the suggestions of others rather easily, had the 
usual number of friends, graduated from high school at 18 and 
enjoyed her school work, in which she made fair marks. She did 
not like shorthand and typewriting. On leaving high school, she 
began to work in an office, part of the time on the telephone switch- 
board, which she did not like as it made her nervous. In regard 
to sex there was nothing remarkable brought out. She enjoyed 
the company of men, went to dances, but had never had any ex- 
tended friendships and, as far as her folks knew, no sexual ex- 
periences. She had always been happy, full of life, and had enjoyed 
her family and friends. She attended the Catholic church. 

In regard to the present trouble: After a summer in which she 
frequently worked at night and in which she was often called upon 
to work at the switchboard at the office, she seemed to lose interest 
in her work. One night she screamed loudly and when her family 
came to her aid, she said her hair seemed to be on end. Later, 
she said she had drifted into her subconscious mind. She was per- 
suaded to return to work and was taken to the office by her sister. 
After two or three months, she found herself unemployed and 
stayed at home, helping with the housework. She began to get de- 
pressed and complained of insomnia. She had seen several physi- 
cians whom she told that things seemed unreal to her and that 
she was discouraged. She remained this way for about two years. 
Recently she had waked up in the night and screamed, saying that 
she was dying. A physician was called at once and found nothing 
abnormal. She refused to take food and her condition became 
worse. Her arms would become tense and rigid, and at times 
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she would cry and laugh. She was admitted to the hospital, where 
she had been for two and a half weeks when the writer first saw 
her. She had been tube fed several days, having refused to take 
any nourishment by mouth. When seen, she was sitting up in bed 
and a nurse was trying to force her to drink some milk, which she 
refused. Some of her relatives were present. She was rigid and 
seemed in a catatonic state. Immediately suggestion was offered 
and she responded promptly. It was suggested that she lie down. 
This she did, and relaxed. She was then told to take some food, 
and she did so. Those present were told the patient should be 
allowed to sleep as it was night time, and that on the morrow 
she would be greatly improved and would eat her meals with a 
good appetite; her relatives would take her home and bring her 
to the physician’s office in town for further treatment. All this 
was done. 

She was seen accordingly several days later, at the writer’s office. 
During the previous 24 hours she had become uncooperative, re- 
fused to talk, and at times drooled because she would not swallow 
her food. Through suggestion she promptly recovered to the 
extent that she was cooperative and immediately drank a glass of 
water in the normal way. She was taken home and remained in 
this condition for several days, when again she became worse. On 
account of the long distance (it was necessary for her to travel to 
the writer’s office), it was recommended that she be admitted to 
the hospital. There she remained about four months, during which 
time she improved steadily, and was taken home. A diagnosis of 
unclassified psychosis was made at the psychopathic hospital. In 
regard to the diagnosis, it was remarked that there were schizo- 
phrenic features about her conduct, but the final diagnosis was 
“unclassified psychosis, condition improved.” She has been fol- 
lowed in the out patient department for eight months since her 
discharge, and she is still doing well. 

In this case we can report only an adjuvant effect of baie 
in the acute stage of the psychosis. We believe that the acute stage 
of this psychosis was definitely influenced by hypnotic treatment. 
It is possible that the continuation of hypnotic treatment might 
have hastened this patient’s recovery. We feel that suggestion 
in this case accomplished more than ordinary symptomatic treat- 
ment could have done. 


PSYCHOTHERAPY IN PRIVATE PRACTICE.* 
By D. A. THOM, M.D., Boston, Mass. 


The medical literature of the past decade has been replete with 
material bearing upon the treatment and causation of those condi- 
tions known as the psychoneuroses. Enthusiastic masters and 
disciples of the various schools of psychotherapy have presented 
their doctrines from shore to shore and done much to stimulate 
interest and arouse healthy controversial issues among those in- 
terested in this particular branch of medicine. The practicing 
physicians in the field of psychiatry have been awakened and are 
giving more thought and consideration to what they can actually 
do for their patients and are becoming more critical of both their 
technique and their results. 

As one hastily reviews the literature on psychotherapy, he is 
struck by the fact that there seems to be but little correlation 
between the success of various methods in vogue and the rational 
ideas back of the treatment. 

Mesmer,; in 1766, following a lead left by William Maxwell a 
century before, developed the idea that health and disease were 
dependent upon a magnetic fluid which was in some way affected 
by the planets. Mesmerism was a method by which a “ harmonious 
distribution ” might be brought about between the body and this 
“planetary influence.” His real success was achieved in Paris, in 
1778. You are all familiar with his technique and how adequately 
he appreciated the necessity for having the setting just right. There 
was the tub which contained magic chemicals, the protruding iron 
rods, the gaudy colored robes, effectively darkened room, and soft 
music. It is a fact recorded in the history of medicine that many 
cures of an astounding character resulted. The theories, of course, 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 3, 1932. 

7 The historical background of the psychotherapeutic methods utilized in 
the treatment of the neurosis has been drawn from Braid on Hypnotism, 
edited by A. E. Waite, 1899; and Principles of Psychotherapy by Dr. Pierre 
Janet, 1924. 
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built upon these results were false, but the therapeutic facts were 
undisputable. 

It was left, however, for Mesmer’s students to recognize that 
those patients who benefited most from treatment belonged to the 
neuropathic group, here dividing for the first time, for the purpose 
of therapy, the functional from the organic. The observations 
made by this group of workers were correct, but their explanations 
were built upon inaccurate speculation. A particular state of mind, 
it was determined, must necessarily be produced by creating a 
situation, then suggestion was rendered easy. Later on we enter 
the era of another therapeutic approach. 

Braid of England demonstrated that such conditions as anes- 
thesias, paralysis, amnesias, are not brought about by metals and 
magnets, but rather are the results of ideas which the patient re- 
ceived from the operator. He replaced mesmerism with hypnotism 
and stressed the psychological significance of these phenomena. 

Braid came forward with his exposition of hypnotism in Man- 
chester, England, in 1843. His first contribution was the rationale 
of the nervous sleep and was said at that time to have created 
a new era in the history of animal magnetism that was destined 
to change, in a material manner, the attitude toward mesmerism. 
He soon entered into a controversy with M. Lafontaine who was 
lecturing about the country (England) on mesmerism and later 
in conflict with Bertrand of France. One would be inclined to 
believe in reading the English literature that Braid was the father 
of hypnotism ; while reading the French literature, Bertrand would 
appear to be its sponsor. The controversy, however, arose without 
these two groups largely over the matter of technique and both 
were criticized on the grounds that the practice was tedious, un- 
certain and that it took too much time ; the same criticisms that are 
being directed toward psychoanalytic technique at the present time. 

Braid separated hypnotism from animal magnetism. He con- 
sidered it to be “merely a more speedy and certain mode of 
throwing the nervous system into a new condition which may be 
rendered emotionally suitable to the cure of certain disorders.” * 
Braid was apparently a man of attainment having graduated from 
the University of Edinburgh and in good professional standing, he 
is modest in his claims and critical of his work in so far as the 
knowledge of that time permitted. 


* Braid on Hypnotism, edited by A. E. Waite, 1899, page 86. 
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It appears from the English authors that Bertrand alleged that 
Braid’s treatment of hypnosis was no novelty and furthermore that 
it was an unacknowledged plagiarism. Further, that Bertrand 
held the opinion that the results of all these hypnotic powers are 
brought about through the influence of the ‘mind, that is, through 
the influence of imagination on the patients acting on themselves. 

Suggestion as a therapeutic procedure was introduced into psy- 
chology in 1843, but did not actually take an important part until 
1880 when Charcot at Salpetriere, seriously began his investiga- 
tions. He was a man of science, a keen observer, of unquestioned 
honesty, who approached his problem in a scientific manner. He 
again built up a fallacious explanation of what he had observed. 
‘He entertained the idea that hysteria was capable of being pro- 
duced purely by physical means and divided it into three stages: 
the lethargic, the cataleptic, and somnambulistic. Charcot obvi- 
ously made his field too narrow and limited. He believed hypnosis 
was only found in association with hysteria. Here again a new 
and bitter controversy was started between Charcot and Bern- 
heim of Nancy. In a book published in 1884 by the Nancy school, 
the work that was being done at Salpetriere was severely criticized. 
It was pointed out that magnetism and hypnotism and all sugges- 
tion were not in any way pathological, that everyone was more 
or less suggestible and not only those with a neuropathic back- 
ground. 

One might go on rather indefinitely reviewing the various thera- 
peutic approaches to the treatment of the mind and body that 
have been developed during the past century and the controversies 
that have arisen, only to leave the names of many of their en- 
thusiastic sponsors entirely forgotten and to find that the theories 
and speculations have faded into oblivion. Many others, however, 
have lived to play an important part in guiding the health régime 
of various groups. The methods of Morton Prince, Weir Mitchell, 
and Dubois fall into one group; while those of Mary Baker Eddy, 
Dr. Elwood Worcester, and Coué fall into another. All have had 
their adherents. It cannot be said that any one of these schools 
has not had practitioners who succeeded where others failed; so 
the thinking man finds himself not inclined to be too dogmatic. 

The important thing to remember is that controversy is not new 
in this field of medicine. An open mind is still of value ; tolerance 
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is essential ; and patience is a most important virtue if we are to 
succeed in adjusting our method of therapy to the needs of our 
patients. There are, however, rather definite considerations that 
must be given to each and every individual in need of therapy in 
order that we, as physicians, may do best with the available knowl- 
edge and our own special ability. 

It is generally recognized by those who have had experience 
in treating the so-called psychoneurotic individual that one can- 
not neglect adequate consideration of physiological factors. One 
need not here take time to enter into any discussion of the existing 
relationship between the mental and physical aspects of the in- 
dividual’s life. The more common mental aberrations resulting 
from too much or too little thyroid, alcohol, trauma, drugs, damaged 
arterial system, and acute infections are all too common to leave any 
doubt even in the mind of the casual observer, that there exists any 
_ real independence between that which is called “ psychological ” 
and that which is designated as “ physiological.’ Affect a man’s 
emotional life and certain obvious physiological manifestations are 
in evidence and likewise, interference with physiological functions 
alters his mental state. With this in mind, there are those who 
have approached the treatment of the psychoneurosis by placing 
greater emphasis upon altering certain physiological states than 
solving definite psychological situations. 

Janet draws no close line of distinction on the basis of method 
between psychotherapy and physiological therapy. It is the pur- 
pose of the treatment about which he seems to be concerned. 
He states: 

One practices psychotherapy every time he applies the laws of psychology. 
If I give a cathartic to a patient simply because I have in mind the action of 
the cathartic on the fibers of the intestine, I am practicing a physiological 
therapy ; if I give the same cathartic to a patient affected by mental confusion 
because a large number of studies have shown a constant relationship between 
the intoxications and psychic disorders of this kind, because I hope by getting 
rid of the intoxication to make the patient’s thought more lucid, I am practic- 
ing psychotherapy. In a word, psychotherapy is an application of psychologi- 
cal science to the treatment of diseases.* 

In this country perhaps Myerson has stressed the physiological 
approach to the treatment of the psychoneurosis more vigorously 
and courageously than most psychiatrists. I quote in some detail 


* Principles of Psychotherapy by Dr. Pierre Janet, 1924, page 304. 
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from a recently published article on this subject by Dr. Myerson. 
After discussing the effect of various physiological phenomena 
upon the mental state of the individual, he makes the following 
pertinent comments. 

This approach (referring to the physiological) to psychiatry and its prob- 
lems must go logically even further. It must state that there is no separation 
between the organic and the functional diseases, except as a matter of con- 
venience. If I experience fear and as a result, I become the victim of a psycho- 
neurosis, there is no phase of the experience which cannot be rigidly linked up 
with the organic world. The object of the situation which evoked the fear is 
organic. Physical agents of well-defined type, such as light waves, sound 
waves, chemical emanations, which evoke the sense of smell, are organic. 
Emotion is largely the thalamic, vaso-visceral, motor reverberation of an 
event. All the past experiences of the individual have been organic, and their 
effects, whether transitory or permanent, were organic. 

Even though we gain no insight into the actual causation of a psychosis or 
a neurosis by the study of the physical symptoms, which accompany it, we are 
enabled to understand the clinical picture better. We may ask of a mental state, 
in how far does it disturb bodily function, the great organic machinery of 
the body? And since it is true that a mental state may alter digestion (by this 
theory it is in part altered digestion) it is perfectly conceivable that by altering 
the digestion, we may in turn change the mental state, or, at least, hasten the 
resumption of equilibrium. Jn the circle of events which is the relationship of 
mind and body, therapeutics applied at any point may alter the entire circle.* 

It is not the function of this contribution to enter into any 
detailed discussion of the controversy between the physiologically- 
minded therapists and those who confine their interests and efforts 
along the purely psychological lines, but it is sufficient to say that 
the majority of those working in the field of psychotherapy do not 
look upon the two methods as being in opposition one to the other, 
but rather as supplementing each other. 

The late Dr. Morton Prince in his criticism of the “ rest cure ” 
of Weir Mitchell, stressed the fact that eliminating fatigue in itself 
was not sufficient and introduced what he termed “ re-education 
of character ” in his attempt to alter the patient’s habit of thinking. 

One mentions these various controversial issues that have 
arisen between the different schools during the past two generations 
simply as a background for what appears to be a rational attitude 
toward psychotherapy as it is practised today. There appears to be 


* Bulletin of the Massachusetts Department of Mental Diseases, April, 
1931—“ Physiological Approach to the Psychoneuroses” by Dr. Abraham 
Myerson, page I. 
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less friction at the moment between the psychoanalytical and non- 
psychoanalytical schools than there is between the various factions 
within the two groups. Braid very aptly pointed out this same atti- 
tude to exist nearly one hundred years ago when he stated, “‘ The 
mesmerists, thinking their craft was in danger—that their mystical 
ideal was threatened to be shorn of some of its glory by the advent 
of a new rival—buckled on their armor ”’ * and as he goes on to say, 
they appeared to be more exasperated against him for his slight 
divergence from their dogmas than would have been the case had he 
continued an entire skeptic. 

Such an attitude on the part of the adherents to the various 
schools of therapy bears no reflection on the value of the methods, 
but is an indictment against the lack of insight which many of us 
have in treating our own problems of an emotional nature in the 
same manner which we feel is so valuable in dealing with others. 
However, just as the disciples of Mesmer found out that there 
were certain cases which responded to the magnetic fluid, subdued 
lights, and soft music, so we shall find that of this responsive 
group, there will be different therapeutic approaches which can 
be utilized to advantage depending upon (1) the personality make- 
up of the patient, (2) the nature of the symptoms, (3) conditions 
under which the symptoms were acquired, (4) the purpose they 
serve, (5) whether the precipitating cause continues to operate, 
(6) the method in which the therapist has the most confidence. 
Finally such factors as employment and finances cannot be ignored. 

The Patient.—Here one needs only to call attention to the fact 
that there is a certain level of intelligence to which any type of 
analysis would probably not be applicable ; others whose intelligence 
would be offended by the cruder methods of suggestion. 

Nature of Symptoms.—There are symptoms, the nature of which 
represents a real handicap to any other type of treatment than that 
of suggestion where the rational, practical approach would naturally 
be to clear up the symptoms and then determine and treat the cause. 
I have in mind a seventeen year old girl with hysterical aphonia. 
The symptom was treated by suggestion which permitted a better 
working relation between physician and patient and the case was 
followed up with a brief analysis which indicated the purpose which 


* Braid on Hypnotism, edited by A. E. Waite, 1899, page 16. 
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the symptom served and solved the conflict which had become con- 
verted into a physical symptom. 

Conditions Under Which Symptoms Were Acquired.—It is my 
feeling that those psychoneurotic conditions which have an abrupt 
onset usually found in patients with a rather mediocre type of 
intellectual equipment, where the outstanding symptoms, usually 
of a physical nature, representing a very immature way of meeting 
the particular life situation, can be most effectively helped by treat- 
ing the symptoms by suggestion and the residual by analysis or 
re-education. 

When we are confronted with those cases generally considered 
under the grouping of anxiety neuroses, I am in absolute accord 
with Karpman who has recently pointed out very clearly why 
suggestion is ineffective in dealing with these situations. He states: 

That neurotic anxiety must be differentiated from general nervousness which 
is not conditioned by any neurosis. This fearfulness has always a correspond- 
ing psychic motive based on an actual situation; but the distinction is not 
always practicable, seeing that cases of general nervousness increase to attacks 
of anxiety and behind such a nervousness there may sometimes be discovered 
distinct neurotic mechanisms. In the case of neurotic fear, the disproportion 


between the object of the fear and the discomfort leads to the diagnosis even if 
other signs are absent. 


He further states: 


In the nature of things, suggestion cannot be effective because it is pri- 
marily static and not dynamic, dealing with the symptoms as such and not with 
the genesis and evolution of symptoms or their psychologic significance. It 
aims to effect a change in the patient’s life by mere removal of troublesome 
manifestations and not by psychologic reconstruction of the patient’s emotional 
life. In doing so it effects a change in conduct often very temporary and not 
a psychologic cure, leaving the patient to react at the same low psychobiologic 
level at which the conflicts arose.* 


The anxiety neuroses are invariably the result of psychic trauma 
which the patient experienced long before the onset of the in- 
capacitating symptoms and these symptoms continue long after the 
precipitating factor has been removed. Therefore, they are not 
amenable to the same therapeutic measures as are states of anxiety 
which bear, in a very general way, a fairly definite relation to 
causal factors. 


*Archives of Neurology and Psychiatry, December, 1931—“Anxiety Neu- 
roses” by B. Karpman. 
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Purpose Which the Neurosis Serves.—For the psychiatrist who 
is seeking the most practical method of rendering aid of a valid 
sort to the ever-increasing number of individuals who are seen in 
private practice and at clinics, I know of no one question which is 
so demanding of an answer or so helpful in the solution of the 
problem as that of “ What purpose does the neurosis serve in 
the life of the individual ?” 

I believe that there is a very direct relation between the ability 
of the psychiatrist to answer this question correctly and the suc- 
cess of his therapy. I am not forgetting for a moment that after 
the purpose of the neurosis has been revealed, we must then go on 
and either establish in the mind of the patient the futility of this 
purpose, or to see that this purpose is met in some substitutive way. 
From my own personal experience, I am of the opinion that many 
of the conflicts of our patients are not deeply buried in the mire of 
early experiences, but bear a very close relation to the existing 
problems of their everyday life and that many of these conflicts 
are due to social and economic factors which are all too frequently 
just without the reach of psychiatric technique per se. What many 
of our patients need is a philosophy of life which will permit them 
to get their problems focussed that they may view them objectively 
and in their proper perspective. 

Realizing the purpose which the neurosis serves is not always 
that which appears to be the obvious, appreciating the danger of 
minimizing early experiences (from personal contact with chil- 
dren), I am still convinced that there is danger of dragging our line 
along the bottom while the fish are swimming near the surface. 
Although time and money should not be fundamental factors in 
selecting the type of therapy that is best suited for a particular 
patient, they are very practical factors when it comes to actually 
carrying out the treatment and here one can only say that if sug- 
gestive methods are utilized when the analytical approach would 
be the one of choice, we must recognize that we are using a substi- 
tute, sometimes a very poor one. 

Karpman states: 

There is much more to suggestion than mere assurance or admonition ; it has 
behind it a complicated psychology of its own and it may sometimes be used 
successfully, provided the physician understands well the psychic mechanisms 


involved. There is also much more to psychotherapy than suggestion. It is es- 
sentially the treatment for any condition, physical or psychic, by psychic 
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means, and in a large sense, therefore, it encompasses the whole field of medi- 
cine. As a medical specialty it requires fully as much, and, in the opinion 
of some authorities, even more, preparation than any other branch of medicine. 
Whether one prefers to limit his psychotherapeutic approach to psychoanalysis 
in any of its forms, to the system of Janet, Adolf Meyer or other methods, one 
must above all be fairly conversant with the entire field. Hence, one who has 
not trained himself to do this type of work is treating the patient under false 
pretenses. It is unfair to the patient and therefore unethical because it mis- 
leads the patient, giving him a false sense of security.* 


If Karpman means that in the process of becoming conversant 
with these methods, the psychiatrist finds that he is unable to accept 
any one of these doctrines, he is automatically disbarred from 
practicing his profession on an ethical basis, I am certainly not in 
agreement. I personally feel that evidence is still lacking that 
any one particular group of therapists is in a position to dogmatically 
assert “ Mine is the way and the only way to success.” It flavors 
a bit too much of religious fanaticism to say all who do not follow 
me are pretenders, unethical, and unfair. The path of most schools 
is still strewn with too many therapeutic failures for such assertions 
and there still remains in the field of medicine too much honest 
doubt and tolerance to take such assertions seriously. T. A. Ross 
in his book “ The Common Neurosis” pointed out that he suc- 
cessively used various methods in his career as a psychotherapist 
and with each he obtained good results so long as, and only so long 
as, he himself believed in its accuracy and value. 

In conclusion, I would say that in private practice one may utilize 
the method that appears to most adequately meet the needs of the 
particular patient under consideration, after the various conditions 
outlined, and others which were not mentioned, are carefully con- 
sidered. If the particular case calls for treatment of a nature which 
one feels he is not adequately prepared to administer, he should not 
let any personal pride or professional prejudice prevent him from 
seeing that his patient is referred to one who is competent to carry 
out the desired therapy, whether it be surgery or psycho-analysis. 
This, I am sure, is the attitude of most of us who profess to be 
practicing psychiatry in what we still believe to be an ethical way. 


* Archives of Neurology and Psychiatry, December, 1931—“Anxiety Neu- 
roses ” by B. Karpman. 
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DISCUSSION, 


Dr. JosEpH C. MicHAEL (Minneapolis, Minn.).—We have been favored by 
an imposing series of presentations given by men in private practice as well as 
men associated with public and semi-private groups. The papers of Dr. Thom 
and Dr. Richardson were available for review prior to their presentation. 

Dr. Thom makes an important point when he refers to the apparent lack 
of effort at a correlation between successes and the respective procedures em- 
ployed. Let-us hope that during the next few years psychiatrists in private 
practice will be prepared to submit reports of patients showing the identifying 
factual material obtained through individual case investigation, the modes of 
therapy applied and the type of result eventually obtained. 

Recently I had occasion to review 200 consecutive case records of patients 
seen as private neurologic and psychiatric patients during one year. Distri- 
bution of these was as follows: Psychoses, 41 per cent; psychoneuroses, 
284 per cent; defective emotional and intellectual states, only 44 per cent, and 
the remaining, miscellaneous or no nervous or mental disease found. 

One of the early problems that the private practitioner has to meet is the 
question of hospitalization. Obviously, some patients are better not hospital- 
ized; some have to be hospitalized. I find, for instance, that 30 per cent of the 
patients having psychoneuroses and about 45 per cent of the psychoses were 
hospitalized. My experience leads me to concur with Dr. Thom, that there is 
a fair section of our private patients whose conflicts come under social and 
economic categories beyond our manipulative capacity. Yet in these individuals 
we assist materially by cultivating new attitudes with less fear, by developing 
more healthy, more objective viewpoints. The outline of approach which 
Dr. Thom mentions is simply constructed and leaves little to be said. 

I was much interested in the method and scope of management outlined by 
Dr. Richardson. The great central factor, after all, is the psychotherapist him- 
self. Methods are secondary considerations, yet a need does exist for clearer 
understanding, more standardization as far as possible, and more checking of 
results. 

It is correct to say that hypnosis, suggestion, persuasion and reéducation are 
not really adequate, but generally in practice one must resort to these pro- 
cedures in some instances; even the first interview may be followed by ap- 
preciable temporary benefit and comfort to the patient, which is attributable, of 
course, to an imperfect method. The patient may be interviewed but once or 
twice, if contact is limited to consultation, sometimes with another physician. 
There is a group of patients, from 15 to 30, single or married, worthy of par- 
ticular mention. Often the main source of difficulty can be recognized in gen- 
eral terms very early by the experienced therapist, yet these patients will 
require from half a dozen to 30 interviews before they learn and refashion 
adequately their emotional setups and a new way of facing realities. It is 
this number of 45-minute sessions, I would say, averaging from 20 to 25, 
which I find suffices in a large group of psychoneurotic patients to bring 
about satisfactory outcome. 


} 


1933 | D. A. THOM 87 


Dr. GLENN E. Myers (Los Angeles, Cal.).—This morning, according to the 
program, was to be devoted to a section on psychotherapy, non-psychoanalytic. 
The question arises whether any psychotherapy is now strictly non-psycho- 
analytic. 

I think we properly have been accustomed to look upon psychoanalysis as the 
most intricate and imposing procedure of psychotherapeutic approach, because 
it requires special preparation of the individual who is to put the procedure 
into practice, requires also practical experience on his part and requires for 
a formal psychoanalysis certain settings to the application of this type of 
therapy. 

One might think that other forms of psychotherapy, with the possible ex- 
ception of hypnotism which seems to some of us an intricate procedure, are 
rather simple. On second thought one must realize that all forms of psycho- 
therapy are complex. 

We probably are not born psychiatrists but certainly many of us grow up to 
be psychiatrists, whether or not we practice psychiatry. Probably some of us 
who are practicing psychiatry, and not doing so well at it, might have done 
better as preachers or automobile mechanics or the like. Probably some men 
engaged in, for example, surgery or another specialty, or general practice, 
whose success depends not only upon their education and good technic but 
upon their good personality, might have been excellent psychiatrists. Some 
of us who practice psychiatry are fortunate enough to have grown up with the 
sort of personality make-up that is especially conducive to success with pa- 
tients, without particular relation to the type of treatment that is applied. If 
that is not true of us and we try to practice psychiatry, I think that we need 
straightening out if possible. Sometimes good sound advice is sufficient to that 
purpose, sometimes special education is necessary to improve our understand- 
ing and technic and sometimes the formal psychoanalytic procedure is the 
only practicable method to so straighten us out. 

We approach a patient in treatment in the ways that seem to us to be the 
most natural and practicable. Those most natural ways depend upon our own 
personality make-up, our own attitudes toward the world, our own concepts 
of everything around us. If we have had experience in some special form of 
psychotherapy, our applications of treatment become accordingly influenced. 
We then fall into a modification of our former psychotherapeutic approach, 
which quickly again becomes a routine procedure when the new experiences 
have ceased to further modify our own mental make-up. It may not occur to us 
that we follow any special therapeutic procedure, unless we practice formal 
psychoanalysis or some special therapy such as hypnosis, yet each one of us 
has individualized methods of psychotherapy, the use of which through habit 
has been determined by our particular experiences. 

My own concepts of psychotherapy first gained form at Ward’s Island, quite 
a number of years ago, through the use of Adolf Meyer’s outline of examina- 
tion. Soon Meyer’s outline became my habitual routine in initial examination, 
and I would feel now utterly lost in drawing conclusions about a patient if I 
were not to carry out an initial formal routine mental examination just as 
regularly as I carry out an initial physical and neurological examination. 


} 
} 


88 PSYCHOTHERAPY IN PRIVATE PRACTICE [July 


Furthermore, the formal examination contains certain psychotherapeutic at- 
tributes. If one begins an examination by securing certain data that have not 
any apparent direct connection with the patient’s difficulties, it perhaps sug- 
gests to him that one is not especially concerned about the symptoms that are 
uppermost in his own mind, that one deems it possible to approach his diffi- 
culties in a rather deliberate way, and one not only learns certain essential 
facts through this formal procedure that should be learned in the beginning 
of treatment but one also brings into practice a psychotherapeutic attitude 
toward the individual that is advantageous. In subsequent frequently repeated 
treatment interviews, our understanding of the patient’s illness and the success 
of our therapeutic attack must depend generally upon our own life experiences. 
We cannot have been actively a student of psychotherapy without gaining 
knowledge of psychoanalytic principles. We are then prone to adapt those 
principles to our own application of psychotherapy, to a greater or lesser 
extent, whether or not we realize it and whether or not we are sympathetic 
with the formal psychoanalytic approach. In treatment interviews it appears 
to some of us best to let the patient do most of the talking and to avoid leading 
questions, and we are oftentimes prone to drawn interpretations of psycho- 
analytic significance. Thus we practice a psychotherapy influenced by psycho- 
analytic principles. 

Without fair understanding of the principles of psychoanalysis, either intui- 
tively through our life experiences or through special education, I believe we 
cannot get very far in successful treatment. Our various psychotherapeutic 
concepts and practices that are habitual and have not appeared to us to follow 
any special plan of therapy are, after all, intricate. This, I believe, has been 
apparent in the various presentations of the morning. 


Dr. Isapor H. Cortat (Boston, Mass.).—The few remarks which I intend 
to make are more interpretative than critical, although naturally I have found 
enough to criticize in this group of papers, because they all seemed to demon- 
strate the marked difference between a scientific and well-directed psycho- 
analysis versus a hit or miss suggestive therapy. All non-analytic psycho- 
therapy is suggestion in some form and suggestion is preeminently what is 
termed in psychoanalysis as “ transference.” In suggestion, the transference is 
allowed to continue and dominate: in analysis, the transference is not created, 
as has been so frequently and incorrectly criticized, but is uncovered by the 
analytical technique. In the course of the analysis this transference situation 
is treated and dissolved. Suggestion treats only symptoms, not the cause of 
symptoms. All neurotic and psychotic symptoms are disguised and displaced 
substitutes for repressed material and can only be understood in their deeper 
motives through the technical methods of psychoanalysis. In their construction, 
symptoms resemble dreams: it is impossible to understand the dream as re- 
lated in its manifest content unless we know what makes up the dream, namely, 
what is termed the latent content of the dream. Neurotic symptoms are so 
persistent because the patient unconsciously does not want to part with them, 
because they are substitutive gratifications. He develops a resistance towards 
parting with the symptoms and one of the objects of psychoanalysis is directed 
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towards an overcoming of this resistance. There is nothing dynamic or recon- 
structive in that blessed word “ suggestion.” All suggestion, whether it is 
waking or hypnotic, is based on transference: it is really an omnipotence of 
words, a belief in the magic power of words to make disease vanish. It is a 
form of medical magic and as such, all suggestion is allied to the unscientific 
psychotherapy of the primitive medicine man. Mere knowledge of symptoms is 
not enough, any more than mere giving a menu to a hungry man without food 
is sufficient. Suggestion attempts to train the ego: it leaves the deeper strata 
of the symptoms undisturbed ; and situations and experiences continue to work 
in the unconscious, although on the surface they seem to have disappeared. 
This particular function of the mental apparatus is a substitution of the 
pleasure-principle for the reality-principle. A neurosis is the result of a con- 
flict between the ego and the id: in a psychosis there is a similar disturbance 
between the ego and the outer world. 

I wish I had time to analytically reinterpret a few of the cases that were 
presented, such as the aphonia and the difficulty in swallowing, and the blind- 
ness, but as my time is limited I must merely summarize by again referring 
you to the transference relationships which enter into all suggestive therapy. 


Dr. A. SANDOR Loranp (New York City).—I will continue where 
Dr. Coriat closed. My practice is mainly limited to psychoanalysis. I wish to 
put in a word for Dr. Raeder, who read the paper about hypnosis in practical 
psychotherapy. It was excellent and I enjoyed listening to it. It proved to me 
that good old-fashioned psychotherapy is not forgotten. Though he mentioned 
the transference situation in the synopsis, he omitted the explanation which 
would make us understand what happens in hypnosis and the whole basis of 
hypnotic therapy. The probability of hypnosis serving as a criterion in diag- 
nosis, differentiating between psychosis and neurosis may also be mentioned. 

To my knowledge, gained in the use of hypnosis for the past thirteen years, 
especially in using it in the treatment of shell shocked soldiers, I was never 
able to hypnotize or to bring about any therapeutic stage of suggestion in 
psychosis. Why? What happens in hypnosis? To understand that we have to 
understand what happens in transference. We have to understand the object 
relationship between the patient and the hypnotist. The patient transfers emo- 
tions to the hypnotist. Those emotions don’t belong there. The name itself 
speaks. It is transferred from somewhere else, namely, the patient had early 
object relationships to his early environment, as the result of which he obeyed 
and followed suggestions, partially due to love and partially on command. In 
hypnosis he does the same. 

Those early impressions and emotions of his early life he transfers to the 
hypnotist. Certainly to do that all his criticism has to be suspended. In order 
to accept the command of the hypnotist he has to rely on him completely. 

In psychosis there is no sane criticism in a normal sense and there is nothing 
to suspend. 

In the neuroses we will get the transference which Dr. Raeder mentions, and 
will be able to work with that transference. We also obtain results in the 
neuroses through the established transference and “rapport.” In psychosis 
this process will not be possible. 
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Dr. ArtHur H. Ruccies (Providence, R. I.).—I shall not enter into the 
question of the analytic as against the non-analytic, but discuss Dr, Richard- 
son’s paper which seemed to me both a very excellent paper and a very modest 
presentation. The point has been raised of the permanent value of any par- 
ticular form of treatment. It seems to me the work done by Dr. Riggs and his 
associates has one importance for us in this Association, and that is that it is 
work covering twenty years, done by a group of men, and the cases have been 
followed over a long period of time. To say that the type of therapeutic ap- 
proach utilized there is not of permanent value, certainly discounts the facts, 
because all of us who are familiar with that work know of many cases who 
by the particular therapeutic approach used have gotten well and remained 
well over a long period of time. We cannot discount the fact that this is a 
particular type of investigation and reeducational procedure which is practiced 
by a selected group of physicians, and that those selected physicians in this 
group believe in this particular method and, therefore, to use the term that 
has been brought up here, the transference becomes effective in most of the 
cases. The average of the results of benefit has been very high. 

Many of us perhaps think that the group of cases treated there are the very 
mild psychoneuroses, but many of the cases are of the severe type, are of long 
standing and yet the results in a relatively short period of time have been most 
worth while. One of the things that recommends the treatment at Stockbridge 
is that it is done after a thorough investigation, medical investigation, neuro- 
logical investigation and personality study that none of us could criticize, and 
that the treatment then becomes intensive, followed up by one physician very 
carefully, checked by the group in the same way and then the cases followed 
over a long period of time. I believe that it must stand as one of the recog- 
nized methods of approach in the psychoneurotic group. 

Some one has used the term “ standardization.” Of course, we must in a 
period of time with experience develop certain standardizations, but one of the 
things that recommends itself to me in the work at Stockbridge is a certain 
tendency to standardization, but with a constant retention of individualization 
in treatment and a broad point of view that utilizes all of the approach of psy- 
chotherapy that we know. 


Dr. Pau ScHILper (New York City).—Relative to. Dr. Raeder’s paper, I 
think that hypnosis is a very valuable instrument in psychotherapy. One has 
only to be clear about the following point: Hypnosis itself is not a cure, it is 
only one part of the cure, it is a method to get transference in a quick and 
effective way. That is, I think, the shortest characterization of hypnosis, but 
when we have got transference in any kind of psychotherapy, we have to use 
this transference. We use the transference in the hypnotized person in order to 
get deeper into the personality structure of the patient. When we have a person 
in transference, the person will bring much more material and we get a deeper 
insight with the help of the transference. But we must not only use the trans- 
ference for getting new material but in every hypnosis we have to do the work 
of reéducation in the hypnosis. Hypnotic treatment is therefore not a mechani- 
cal process. The second phase in every hypnotic treatment is reéducation. The 
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third phase in hypnotic treatment as in every type of psychotherapy, is the 
breaking of transference. When the hypnotic treatment is finished, the indi- 
vidual has to be free and it is a bad technic to tie the patient too closely to the 
hypnotizer. When we work in this way, we may perform a real education of 
the patient. In my experience, the therapeutic results in many cases last for 
years. I have treated cases of severe hysteria in a comparatively short time 
with hypnosis and have followed these cases for more than five and six years 
and no relapse has occurred. 

The great question is, how shall we use hypnosis? In my opinion, we can 
use hypnosis properly only when we know something about psychoanalysis. 
I stand on the basis of psychoanalysis. We can’t analyze every patient, we can’t 
analyze every neurotic. It is also impossible to analyze every organic case, 
every somatic disease, in spite of the fact that every organic case and every 
somatic disease has some psychic problems which play a more or less im- 
portant part in this organic disease. Therefore, we have to use other types of 
psychotherapy in an analytic spirit. We have to evaluate the psychotherapeutic 
methods from an analytical point of view, and when we understand these 
shorter methods of psychotherapy in an analytic sense, we will then very often 
be able to help the patient very much in a comparatively short treatment. Of 
course, we should not expect that we can change the character of an individual 
by hypnotic treatment or by short psychotherapy, but many of the patients 
who come with neurotic symptoms do not have deep changes in their charac- 
ters. Our short psychotherapeutic methods will often change the symptom- 
atology. 

When we want to get a fundamental change in character, then we have to 
use the psychoanalytic method which is technically difficult and is, of course, 
a much deeper method than the others. But I do not think that the psycho- 
analyst should have the point of view that only psychoanalysis is psycho- 
therapy. We should know that there are very valuable psychotherapeutic 
methods and they are especially valuable when we try to understand them from 
an analytic point of view. 


Dr. THeEoporE R. Rosie (Cedar Grove, N. J.).—In Dr. Sidney Smith’s 
paper the treatment of masturbation and homosexuality was mentioned, 
but no explanation was given of the treatment method used. I should like to 
ask the reader of that paper to give a brief explanation of the methods which 
Dr. Smith uses in treating these two problems, one of which is still a great 
bug-bear in psychiatry. I believe most of us would feel disappointed if we 
did not learn of any successful method for treating homosexuality that is 
being used at the present time. 

As for masturbation, if there is any place where it should be possible to 
discuss this subject, it would certainly be at meetings of The American Psychi- 
atric Association. 


Dr. H. H. Hart (New York City).—There is one condition which is some- 
times regarded as a neurosis and sometimes as a psychosis and sometimes as 
neither psychosis nor neurosis, but which is generally regarded unfavorably 
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from the standpoint of psychotherapy. I refer to the type of patient who 
seeks a solution of his difficulties in alcohol. I would like to ask Dr. Raeder 
from the standpoint of hypnosis, and also Dr. Schilder, what results they get 
from that type of case. No mention has been made of that type and I think if 
these gentlemen could give us a little light on the treatment of these generally 
regarded unfavorable cases, it would be of assistance. 


Dr. GEoRGE VAN Ness DEARBORN (New York City ).—I wish for the benefit 
of the public of the United States that such excellent institutions as that at 
Stockbridge and the consultation clinic at the Pennsylvania Hospital could be 
attached to every large general hospital in the country. I am more conversant 
with the splendidly individualized work of therapy done at the former place and 
perhaps that is the dominant reason why I consider it an adequate model for 
imitation and further development everywhere that folk are in need of psychi- 
atric care, and that, of course, is from Greenland’s icy mountains—southward. 

I wish to ask Dr. Lauren Smith if the physician who refers cases to him, if 
he requests it, is allowed to be present at the first hearing of the case, the first 
talk with the patient and his friends? 


Dr. CHARLES MACFIE CAMPBELL (Boston, Mass.).—I do not think this sub- 
ject should be allowed to drop without emphasizing its extraordinary practical 
importance. I think that the suitable group to listen to a topic like this is the 
general group of the American Medical Association. The problem of the psy- 
choneurosis is one of the great probiems of public health. It is that problem of 
public health which is most neglected by the general profession. It is that topic 
which perhaps most perplexes the general profession and with regard to which 
the general profession needs most guidance. 

There are two major aspects of the topic; one is the practical and the second, 
the theoretical. It is very interesting to find that these patients can get a great 
deal of help from a psychotherapy which does not seem to be very compli- 
cated, which can be couched in simple language. The various readers have 
emphasized different aspects of the individual case. On the one hand, the fact 
that we must look at the whole situation. On the other, the patient with his 
component systems. We must neglect neither the physical examination, the 
variability in the constitution of our various patients, the past conditioning 
experiences nor the present situation which they have to deal with. 

With regard to the average patient, a great deal of benefit apparently can be 
derived by letting the patient feel that he can talk to his physician in a simple 
and direct way about topics with regard to which he has felt a great deal of 
reticence, with regard to which he is sensitive and with regard to which there 
are important emotional values. The physician, the psychotherapist, no matter 
of what school, can give the patient the opportunity of looking at his special 
problem as a simple test of life which he has to face just as openly as any 
other test of life. The patient feels that the physician comes to that topic with 
a purely biological attitude, with no prejudgments, with no special sensitiveness 
of his own, willing to listen to the patient and to give what advice he can, no 
matter what topic is touched. That in itself is an enormous benefit to our pa- 
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tients. If, of the clientele of a general dispensary, one-third of the patients 
suffer from neuroses, it is important that all the members of the medical pro- 
fession should meet their patients with the attitude outlined. 

One of the most important factors in treatment is the frank attitude of the 
physician toward the problems of human life, no matter what topics they touch ; 
in order to deal with these, he must so far as possible get rid of personal prej- 
udices, be aware of his own past conditioning experiences so far as they may 
hamper him, and not let them interfere with his treatment of his patients. 

The opportunity for unburdening the ventilation of repressed material, the 
digestion of what is brought to the surface, are the most fundamental factors 
in psychotherapy. The question may come up as to how the material that is 
revealed is going to be dealt with. There you may have an extremely com- 
plicated problem. Two physicians who have discussed the paper have brought 
up concrete problems, homosexuality and chronic alcoholism, but what an 
army under each term, what a heterogeneous group, what an infinite number of 
individual problems! In each case one has the individual patient to deal with. 

What should the general practitioner have in order to help his patient? 
First of all, a certain humble recognition that he has no solution for the ma- 
jority of human problems but that he is willing to put at the disposal of that 
patient what he happens to know about these factors and is willing to give the 
time to help the patient to work out his problems as far as he can go. The 
general practitioner who comes with such an attitude can, I think, be very 
helpful to his patients and he need not be too embarrassed by the fact that he 
has not studied any technical psychology, that he may not even be able to com- 
prehend some modern psychological formulations. The second requirement is 
the firm conviction that the symptoms are the manifestation of an evasive 
way of dealing with important personal problems. I should like to emphasize 
the importance for every member of the medical profession to have a sufficient 
realization of the help which can be brought even to a patient with a rather 
complicated neurosis, by giving him the right sort of attitude and by putting at 
his disposal the information which the physician has with regard not only to the 
physiology of the component organs, but with regard to the complicated endow- 
ment of human nature and the complexities of the various stages by which the 
individual adjusts himself to his cultural environment and by helping the 
patient to mobilize all his resources to deal with his fundamental problems 
instead of muddling through his life. 


Dr. RALeH A. Nose (New Haven, Conn.).—Psychiatrists have a wonder- 
ful opportunity which it is hoped they will realize. Dr. Campbell’s remarks 
were most important and to the point. In my judgment, there is a tendency in 
every well equipped medical school, as well as in the rather backward ones, 
for the physician and the surgeon to be content to examine a patient 
thoroughly, to use every modern method for diagnosis, and having come to the 
conclusion that the patient is suffering from some form of mental disorder, be 
it mild or severe, to be satisfied that nothing more can be done in the general 
hospital. That point of view one finds over and over again, and when the 
psychiatrist is asked to see such patients in the general hospital, it is the cus- 
tom to be invited in consultation on the day of the patient’s discharge. 
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Recently I was asked to see a girl in a hospital who was going home on that 
day because no cause had been found for her mucous colitis, despite thorough 
physical examinations. In about half an hour the whole course of the situa- 
tion was revealed by a confidential talk with this girl. She had been married 
but a few months and had since been living with her mother-in-law in an un- 
satisfactory environment. The whole situation was easily cleared up, and sub- 
sequent reports showed that the patient had made a good recovery. 

Over and over one finds a tendency for medical men to be thorough as far as 
physical examination is concerned, and to stop at that if the patient is suffering 
from any nervous disorder. This is a state of affairs which we should be ready 
to rectify as far as we are able. How can it be done? Of course, it depends 
largely upon the medical training and point of view of the teachers of all de- 
partments of medicine, for we can’t expect the specialty of psychiatry to be 
putting aright the rest of medicine. What we can do is to see that we co-operate 
in the general hospital, provided the men who are doing this work are well- 
grounded in their psychiatry. Unfortunately, many men who take up psycho- 
therapy have not first obtained a sound basis of medicine and of psychiatry. 
If such men have a solid ground-work, it doesn’t matter so much what type 
of treatment they prefer. The fact that they understand the whole problem 
that is presented to them, that they can interpret the physical examinations 
aright, and so on, will keep them on firm ground as far as treatment is 
concerned. 

Therefore, I feel that one of the greatest needs in the relationship between 
medicine and psychiatry is the further development of consultation and teach- 
ing services conducted by selected members of the staff of the psychiatric clinic, 
men who are, first of all, well trained physicians and, secondly, broad-minded, 
common sense psychiatrists. 


Dr. LAuREN H. Situ (Philadelphia, Pa.).—In answer to Dr. Dearborn’s 
question about the first interview with the patient, anyone can be present who 
is in constant association with the patient and has had something to do with 
the patient’s coming to the institute. However, naturally it usually depends 
upon the attitude of the patient as to who might be present as in any type of 
medical interview. 


Dr. DEARBORN.—Do the doctors referring frequently ask to be present? 


Dr. SmitH.—Not as a rule, usually because of their own pressure of work. 

I want to back up Dr. Schilder’s remarks from the analytic point of view and 
Dr. Campbell’s remarks, if he will permit me, from the non-analytic viewpoint. 
I think both discussions were very pertinent and represent the viewpoint of 
most of us. The thing that strikes me more than anything else is the practical 
side of the need of psychotherapy in the country at the present time. One of 
the pernicious influences that I see in out-patient work at present, particularly 
with the younger men coming into psychiatry, is the effect of psychoanalytic 
reading before they have been analyzed, and the effect it has on their psycho- 
therapy with patients. They will examine a patient in a few interviews, and 
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in a discussion as to what shall be done they say, “ The patient must be 
analyzed; we can’t cure the patient without psychoanalysis. What is the use? ” 
Any other kind of work is immediately inhibited. 

During the discussion, I have been doing a little figuring. As I recall, there 
are approximately 150,000 general practitioners, physicians, surgeons and so 
forth, in the United States. This Association, particularly in the mental hy- 
giene field, has brought out the point that at least half the office practice of one 
of these men is made up of what? Psychoneurotics, patients that are not being 
treated as they should be. That means that these men who have twenty pa- 
tients a day in general practice—we will cut out one day and say 364 days of 
the year—have ten psychoneurotics that should have psychoanalysis. That 
means we need 136,000 analysts to handle these patients properly. That is a 
pretty big figure. No analyst to my knowledge can handle more than eight 
or nine hours of analysis a day. That is hard work; if you don’t think so, 
do a few analyses yourself. 

In order that the trend of my remarks may not be misunderstood, let me 
say that I do more analysis than other therapy. There are many patients that 
cannot be handled and are not handled except along general hit and miss 
psychoanalytic lines. There is no reason in the world why we cannot use our 
psychoanalytic knowledge, training and derivations in getting the patient away 
from the muddle of his previous life into a more acceptable way of living. In 
some cases it might be better that we do a little more missing and less hitting 
as far as some of their problems are concerned, because some of these patients 
cannot face their difficulties, do not have the equipment to do it and must be 
carried along on something less than a completed adjustment. 

The surgeon often finds that his operation is a success but the patient dies. 
The analyst has often a very thorough success, but the patient goes into suicide 
or immediately finds himself in a worse state than before. The field of psycho- 
analysis has yet to make progress along these lines. 


Dr. Horace K. RicHarpson (Stockbridge, Mass.).—In the meantime people 
continue to get sick! I sometimes think that we lose sight of the patient with 
all our abstract thinking and our mechanics and our theories. There is a large 
group of individuals who cannot be analyzed. In the figures of the Berlin Psy- 
choanalytic Institute, covering their statistics over a period of ten years, they 
report that 34.38 per cent break the analysis. Something has to be done for 
those patients. I have one at present who has been analyzed continuously by 
one of the outstanding analysts of Europe for seven consecutive years. Some- 
thing must be done for that person as a human derelict. So that I think in 
spite of the fact that psychoanalysis has a very definite place in the treatment 
of certain selected cases, it cannot take all sick individuals and produce the 
results that perhaps some other type of therapy can produce. 

About the transference, I do not think that anyone who is in psychiatric work 
fails to recognize the importance and the place that the so-called “ Trans- 
ference” plays in every human relationship, from the ballyhoo man of the 
circus to the trained psychoanalyst. There must be a transference in any thera- 
peutic relationship between two individuals before a successful outcome of 
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that relationship can be expected. As for the use of suggestion, for which we 
are criticized, the transfer itself is based upon the mechanism of suggestion. 
It is one of the legs of the psychoanalytic tripod. 

As for breaking the transference, we do break it at Stockbridge. We do 
not make these individuals dependent upon us forever by substituting ourselves 
for their own fathers and mothers! We have figures which cover 20 years 
of our work and out of a group of 2468 cases, which represent 54 per cent of 
the inquiries sent out, we have a report that 48 per cent have recovered. What 
is our standard of recovery? It is the ability to go back to life and make 
satisfying economic, domestic and social adjustments comfortably. 


Dr. Oscar J. RAEDER (Boston, Mass.).—Some of the commentators on my 
paper have already been answered in part by other speakers. Dr. Coriat and 
Dr. Lorand discussed the matter of transference. They claim that in hypnotism 
the transfer is created, whereas in psychoanalysis it is only “ uncovered” and 
later dissolved. To my mind it makes little or no difference how we arrive at 
the transfer as long as we get it and dispose of it when the patient recovers. 
They also declared that the deeper strata were not reached, that only the 
symptom was removed. In the first case cited and also in the second in which 
hypnosis was used for diagnosis, I brought out the fact that deeper strata had 
been entered and successfully treated by ordinary psychiatric methods after 
hypnosis had been used. 

Dr. Schilder stated that hypnosis is a valuable instrument in getting a quick 
transfer. I agree with him. I tried to make that point clear when I stated that 
I preferred to make contact on higher levels wherever possible, but resorted 
to hypnosis for making contact or establishing confidence or getting a transfer 
on a lower level when necessary. The second point that Dr. Schilder tried to 
make was that hypnosis could be used only in conjunction with psychoanalysis. 
I disagree ; for I have followed up hypnosis with other forms of psychotherapy 
to a successful recovery and I am sure that others have done so too. I refer 
him to the first case I cited. But in the end he admitted after all that hypnosis 
could be successfully used with other psychotherapeutic methods. 

I think Dr. Campbell got down to rock bottom, as he usually does, in his 
discussion when he stated that a sympathetic talk with the patient helps him as 
much as anything. In other words, the patient has to feel that the psychiatrist 
is sympathetic and does understand what the patient is trying to tell him. I 
believe with Dr. Campbell that a great deal of helpful treatment is given by 
psychotherapists by this method of analyzing the patient’s problems and reason- 
ing logically with him about their solution. And I further believe that pa- 
tients who are treated by psychoanalysts derive a great aid from the analyst’s 
sympathetic discussion of their problems aside from any help they may get 
from the psychoanalytic technique. 

In answer to Dr. Hart’s question about alcoholism; I have not used hypnotic 
suggestion in alcoholics. My experience in general with alcoholics has shown 
that about one in twenty will recover and become a normal individual as far 
as alcohol is concerned ; the others are hard to influence in any way. 
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THE ACUTE SCHIZOAFFECTIVE PSYCHOSES.* 


By J. KASANIN, M.D., 
Clinical Director, State Hospital for Mental Diseases, Howard, R. 1. 


When Kraepelin introduced his system of classification of 
mental diseases, it seemed that at last order had come into psy- 
chiatry, and that the first and most difficult task in the scientific 
approach to psychiatry had been solved. The classification which 
he offered was simple and empirically extremely useful, because 
it allowed the institutional physician to orient himself quickly in 
his case and even give a prognosis. On the other hand, its very 
rigidity, together with the underlying concept of an immutable 
disease process in dementia precox was quite detrimental to the 
progress of psychiatry, as it discouraged any attempt at the under- 
standing of the psychosis except in terms of chemical changes, 
hypothetical diseases of the endocrine organs, and cellular pathol- 
ogy. The famous observation’ that the clinical picture of the 
various psychoses was the same in cultured Europeans as among the 
primitive Javans was used as an evidence that the same organic 
factors operated in the psychoses, in the same sense that tubercu- 
losis was the same in the Negro as in the Eskimo. At the same time 
that the Kraepelinian classification found its ready acceptance in 
American psychiatry, a vigorous reaction was developed in the 
teachings of Meyer,’ who early in this century began to emphasize 
the study of the individual patient in terms of his total personality, 
rather than an investigation of the various faculties or separate 
systems. The emphasis on the study of the individual as a whole 
rather than the study of specialized functions was later incorporated 
into a philosophical system of psychobiology, a system on which 
most of us have been brought up. A parallel development took 
place in continental European thought where Kraepelinian classifi- 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 3, 1932. 

Part of the work on this paper was done in connection with the special 
research on schizophrenia at the Boston Psychopathic Hospital under a grant 
from the Rockefeller Foundation. Due to limitation of space the detailed 
histories of Cases 2, 6, 7, and 9 are omitted from this report. 
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cation was never adhered to as tenaciously as it was in America. 
Meyer injected a totally different, optimistic trend into psychiatry 
instead of the hopelessly fatalistic attitude of Kraepelin by stressing 
the necessity of utilizing and mobilizing all the patient’s assets to 
bring him back into society, and also by pointing out how social 
conditions have to be modified to make them suitable for the 
patient. This social psychiatric point of view is what largely 
distinguishes the American psychiatry from the continental schools. 
It is by no means an accident that mental hygiene as a liaison of 
sociology and psychiatry originated in America. Finally, the psy- 
choanalytical approach of psychiatry went even further into the 
study and therapy of the individual by attempting to reintegrate 
the various distorted elements of the patient’s psyche. 

A situation has developed in which a psychiatrist is taught to 
think in terms of what is fundamentally wrong with the patient 
and what can be done for him, rather than the application of a 
formal diagnostic label. On the other hand, the laws of scientific 
approach to any biological problem must be the same for psychiatry 
as for other biological sciences. Observations, in which psychiatry 
is very rich, must be classified if we expect to discover correlations 
and uniformities of sequence. True enough, the statistical method 
has thus far been inapplicable to psychiatry largely because psy- 
chiatric data are still in the descriptive stage and are not subject 
to measurement. It is the problem of the psychiatrist as a scientist 
to discover general laws which hold true of a large number of 
patients and a principle of classification must be found with estab- 
lishment of definite differential criteria. The problem is extremely 
difficult. It took almost one hundred years to crystallize out the 
disease concept of general paresis and even then when the objec- 
tive diagnostic criteria were established, it was found that mis- 
takes in diagnosis reached as high as 50 per cent. In the so-called 
functional psychoses, the problem is still unsolved. 

The development of general medicine brings out a large number 
of methods and techniques which are from time to time applied 
to psychiatric cases, but the research worker usually applies them 
to groups of cases which are diagnosed in terms of Kraepelinian 
classifications. These groups are so general and contain such a 
large number of heterogeneous cases with different clinical pictures 
that it is no wonder that the experimental results are quite worth- 
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less. I doubt very much if experimental research in psychiatry will 
ever yield any results unless we deal with fairly homogenous 
groups. This principle has to some extent been recognized by the 
younger research workers. Thus D’Elsaux, who is conducting 
extremely intensive metabolic studies in psychiatric cases, is study- 
ing stupors irrespective of diagnoses. In the attempt to bring 
out homogenous groups of cases Dr. Bowman and I were able 
to crystallize out a special group of the so-called “ constitutional 
schizophrenics,” which we are presenting elsewhere. Today, I 
wish to call your attention to a group of cases which are quite 
atypical. These are fairly young individuals, quite well integrated 
socially, who suddenly blow up in a dramatic psychosis and present 
a clinical picture which may be called either schizophrenic or 
affective, and in whom the differential diagnosis is extremely 
difficult. Of course, Bleuler * many years ago recognized such cases. 
He pointed out that at times it is extremely difficult to differentiate 
between the schizophrenic and the affective disorders. He stated 
that all manic-depressive symptoms may appear in schizophrenia 
but not reversely. Only prolonged observation will lead to a 
correct diagnosis with hallucinations and deterioration being the 
ultimate criteria. The clinical picture alone is not sufficient to make 
such a differentiation. While Bleuler pointed out that schizophrenic 
features never appear in the affective psychosis, Lange * in an ex- 
tensive monograph gives a statistical review of frequency of the 
so-called catatonic phenomena in the manic-depressive psychoses. 
In some 700 cases he found thought disturbance in 53 cases, hal- 
lucinations in 46 cases, extremely odd and queer behavior such as 
stereotypy, catalepsy, passivity, inpulsive and unmotivated conduct, 
extreme regression such as eating feces, etc., in 189 cases. Bow- 
man* in his series of 1009 cases of manic-depressive psychosis 
found that about 20 per cent had delusions of persecution. Of 
course, his material may be questioned as to the diagnosis, as most 
of his cases were in the hospital less than ten days. Dunton, Jr., 
in 1910 described cyclic* forms and intermittent forms’ of de- 
mentia precox. The cyclic forms closely resembled manic attacks 
but instead of a flight of ideas there is usually stereotypy. Some- 
times rigidity and cerea flexibilitas may be present. These patients 
have perfectly normal periods during which no dementia can be 
detected, but deterioration eventually takes place. By intermittent 
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forms of dementia przecox the author described attacks beginning 
with excitements or depressions in which symptoms of deteriora- 
tion gradually become apparent. Between attacks the patient may 
appear quite well but after each succeeding attack he usually shows 
more and more deterioration so that eventually hospital care 
is required. It is quite remarkable how this author with a very 
astute clinical sense is trying to fit his accurate observations into 
a formula which they do not always fit. On the other hand, Lewis * 
stresses the seriousness of the schizophrenic features in the affec- 
tive psychosis. Claude” in his several papers looks upon any 
deteriorating psychosis as dementia przcox. But this is usually 
a final stage. His cases go through successive stages of what he 
describes as schizomania, schizophrenia, and finally dementia. In 
schizomania, the most important thing is the extremely rich fantasy 
life of the patient in whom the creative imagination constructs the 
whole fabric of the delusions. In these cases there is a special 
schizoid personality make-up, early deprivation with unsatisfied 
wishes ; and finally when the reality becomes too difficult, wish- 
fulfilling fantasy solves the impossible situation. Cases may be 
arrested at this stage or they may go further, become more serious 
with marked thought disturbance which he calls schizophrenia 
and which fit in fairly well with Bleuler’s description of the disease, 
and finally the state of dementia in the Kraepelinian sense of 
complete deterioration. Claude” points out that in his cases of 
schizomania he finds the mechanism of ideo-affective compensa- 
tion as a method of evasion of reality. There are many other 
workers who have discussed the same problem from different 
angles. 

The group of cases which I describe can fit in any of the above 
mentioned groups except that the latter carry the implication 
of a definite disease process going on to deterioration and dementia 
which an unbiased study of cases of this type does not really 
justify. 

My series included a small group of nine cases which I personally 
studied and which aroused my curiosity on account of the special 
clinical picture which they presented. They were all diagnosed 
dementia precox. They were young men and young women in 
their twenties and thirties, in excellent physical health. The various 
biological tests of the urine, blood and cerebrospinal fluid were 
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negative. They had average or superior intelligence, and they had 
no difficulty in coping with the work in which they were engaged. 
Preceding the attack there was, however, a difficult environmental 
situation which served as a precipitating factor. The environmental 
stress was chronic in some cases, and acute in others. It varied 
from the loss of a job, to a state of anxiety over a sudden promo- 
tion, a difficult love affair, alien environment or the usual case 
of hostile in-laws. 

The personalities of our patients were not very much different 
from the general run of people in the community. They have been 
fairly well adjusted socially and were considered to be well in- 
tegrated individuals who apparently got a good deal of satisfaction 
out of life. They are keen, ambitious, forward, some of them rather 
seclusive, others quite sociable. A subjective review of their own 
personalities reveals that they are very sensitive, critical of them- 
selves, introspective, very unhappy and preoccupied with their own 
conflicts, problems, and sometimes with life in general. These 
conflicts and problems may go on for years before the patient 
breaks down, and they are not apparent to others. The interesting 
thing about the psychoses is that one is able to reconstruct them 
psychologically when one reviews the various symptoms and be- 
havior with the patient after his recovery, and then they become 
fairly intelligible. The fact that there is comparatively little of the 
extremely bizarre, unusual and mysterious, is what perhaps gives 
these cases a fairly good chance of recovery. They do not exhibit 
any profound regression socially, although the thought processes 
show primitive and infantile modes of thought. There is very little 
passivity in these cases. Their reaction is one of a protest, or a 
fear, without the ready acceptance of the solution offered by the 
psychosis. 

These psychoses occur in young men and women and tend to 
repeat themselves. In our series, there was usually a vague history 
of a previous breakdown with a complete recovery, and then a 
recovery again after the psychosis which we observed. 

A review of the dynamic factors in the psychosis shows a severe 
conflict between the instinctive drives of the patient, usually 
sexual, and the barriers and repression imposed by the social group. 
Of course many of our patients are young people in whom one 
would naturally expect a great deal of pent up emotion and ideation 
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about sex. But the unusual frequency with which the sexual con- 
flicts stand out in the psychosis and the amount of emotion asso- 
ciated with it, suggests more than casual association between 
the sex maladjustment of the patient and the psychosis. There is 
also a marked feeling of inferiority, especially in the subjective 
notions of these patients that they are not able to adjust them- 
selves socially. The psychosis is usually ushered in by a latent de- 
pression and a certain amount of rumination going on for some 
time until the more dramatic picture which we are describing here 
becomes apparent. 

The clinical picture is best described by a review of some of the 
cases. A young girl of 19, Case 7, comes home from work and 
suddenly becomes depressed and begins to carry on conversations 
with her dead father. Later on she expresses frank hostility toward 
her mother and sister, announces that she is pregnant with a rattle- 
snake, and brings up the fact that she is engaged to be married 
to all the Catholic boys in her neighborhood. After recovery, we 
find that there is a good deal of conflict over adjustment of a 
Protestant girl to a Catholic community in which she is living 
and working. The natural desire for companionship with boys of a 
different religion is suppressed. She shows hostility to one of her 
Catholic girl co-workers, and finally develops the feeling that all 
the Catholics are in a plot against her, including her own mother. 

An ambitious, energetic, young mechanic, Case 3, becomes 
extremely upset over his promotion to a position of foreman in his 
plant and feels that he does not deserve it. This feeling of guilt 
is related to a large number of other conflicts and there is a pro- 
found interest in religion with several visits to the church of 
a very prominent evangelist, which brings to the patient the convic- 
tion that he was never really converted. God and the devil are 
constantly struggling over his soul. In a state of religious ecstasy, 
he runs to see the evangelical preacher, when his wife succeeds in 
taking him to the hospital. There the stage of ecstasy continued 
for some time with a feeling of electricity coming from the floor 
and that the food was poisoned. A subsequent review reveals a 
terrific conflict over his own instinctive drives, the attempt to 
repress it, the failure to do so, the feeling of guilt and inadequacy 
which become intensified when a promotion is given to him, and 
finally the attempt of solution by the religious conversion. 
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A young boy, Case 1, a happy-go-lucky musician, tests out the 
existence of God for over a year and finally when be begins to 
doubt it, the signs of impending death become so apparent that he 
runs in a panic and finally gets picked up by the police. After 
his recovery he was able to reconstruct the long period of interest 
in religion, his own emotional and instinctive conflicts, the solu- 
tion of them by acquisition of religious beliefs, the environmental 
disappointments, the beginning of doubt, the premonition of pun- 
ishment and death, and finally a panic. 

The extremely primitive and archaic modes of thought can be 
seen in the reactions of the simple-minded boy, Case 2, who be- 
comes over-stimulated by casual contact with a promiscuous woman 
and subsequent teasing by his co-workers. The sex drive comes to 
the surface, but the boy’s super-ego tells him to sublimate it by 
worshipping St. Mary. His mother’s name is also Mary and by 
laws of chain association, which is a residual from childhood, his 
mother becomes St. Mary. He wants to be a priest so that he can 
be nearer to his mother and he wants to be a bull so that he can 
have relations with all the girls in the world. He had intercourse 
only once and that was when he was born, by coming through his 
mother’s sex organs. These utterances are not produced in a setting 
of an analytic treatment, but are the spontaneous productions of 
the patient. 

Another young boy, Case 8, finally gets a date with a girl with 
whom he has been in love for a long time. A moderate amount 
of sex play after the movies arouses in him a sense of magnetism 
and results in a theory of a universe in which magnetism and 
spermatic fluids are curiously interwoven. The spermatic fluids 
travel all over his body producing a magnetic feeling in the various 
organs, the same as the sexual act. The fluid can be drawn from the 
various orifices of the body when touched. In a very crude and 
artless way the patient postulated a theory of pleasure closely 
akin to Freud’s concepts of the polymorphous perverse. 

The castration anxiety with the homosexual component in a 
paranoid setting is illustrated by a patient, Case 9, who showed, 
after the war, a strong suspiciousness that his cultured and superior 
brother-in-law was a German spy. Five years later, when the hopes 
of a love affair went to smash, and his brother-in-law spoke of 
Germans conducting the future warfare by emasculating all the 
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males, the castration threat again arouses the hostility and sus- 
piciousness to his brother-in-law and also his best friends, in a 
setting of a violent outburst. 

It will be extremely interesting to analyze the reasons why our 
patients got well, whereas other patients with almost identical 
personalities and the same problems went on to ultimate deteriora- 
tion. A deeper review of our cases shows that in all of them there 
was a pretty good grasp of life and a keen bite on its opportunities. 
These patients liked life, enjoyed it and wanted to have everything 
that life could afford. Together with this there is, however, marked 
sensitivity, a rich fantasy life, a facile return to more primitive 
modes of thought and behavior, but no complete withdrawal or 
passivity. Up to the very period of the breakdown these patients 
go on with their tasks, and we have no history of long years of 
rumination with the feelings of hopelessness, passivity and deper- 
sonalization, all of which differentiate them sharply from other less 
fortunate patients. The psychosis itself is a very dramatic affair 
with the attempt of a quick and intense compensation. It is an ex- 
tremely severe emotional experience through which the patient goes 
without accepting it as an end in itself. Life has a good deal to offer 
to the patients, the capacity for reintegration is present. There 
isn’t enough time for the thought processes to become disintegrated 
and thus the recovery is made easier. Perhaps the fact that the 
patient had mild attacks during adolescence confers a certain amount 
of immunity upon the patients in undergoing a more serious 
psychosis. 

One sees these cases more frequently in private practice than in 
institutions, because often definite improvement takes place before 
hospitalization is seriously considered. In more serious cases, the 
change of environment and the treatment in a hospital are ap- 
parently beneficial, although the patient strongly objects to the 
residence in the hospital. It is quite curious to see how in a few 
days the patient begins to deny the existence of all sorts of queer 
and bizarre ideas which he expressed before. The return of the 
critical judgment is quick and definite, but a real psychological 
insight into one’s own case is not usually present. It is fair to 
state that these cases have received more than the usual amount 
of psychotherapy which one finds in an active receiving hospital. 
These cases are so interesting and so unusual that they attract 
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more than the passing attention of the ward physician. Whether 
this has anything to do with the recovery, I don’t know. It does 
seem, however, that where the emotional conflicts are so obvious 
psychotherapy is strongly indicated, and probably a thorough ana- 
lytical procedure would be in the best interest of the patient if one 
wishes to prevent the recurrence of such attacks. 


CASE HISTORIES. 


Case 1.—O. C., male, white, clerk, age 21, admitted to the hospital 
February 20, 1929; discharged to relatives, March 4, 1929. Diagnosis: 
dementia precox. 

Chief Complaint.—The patient suddenly decided that he was going to die 
and was found wandering in the New Jersey Flats, expecting his death. He 
was arrested by the police and sent to his relatives. 

Family History.—The grandparents were fairly stable people although the 
maternal grandmother was quite emotional. The father is a musician, rather 
temperamental, but on the whole quite stable. The mother has extremely 
severe temper tantrums and at times she is difficult to manage. She also has 
a very limited intellectual endowment. 

Personal History.—The patient is the oldest of four children. The birth 
history and the early developmental history are negative. He got along 
well in school, had a good many friends and graduated from high school at 
the age of 16. After graduation from high school the patient obtained a job 
as a clerk and took some courses at night in a local college. The whole 
family is quite temperamental, but the members of the family got along well 
with each other, and made allowances for each other’s peculiarities. The 
whole family was very musical and a great deal of time was spent in playing 
various instruments, with family interests revolving largely around musical 
topics. The patient began to write music quite early in life and cherished 
the ambition of becoming a great musician. 

The patient was a lively child. He took part in athletics, was a good 
swimmer and skater. He played several instruments and earned extra money 
playing during the week ends. He had a good sense of humor and got along 
well with everybody, although very often he felt unusually sensitive about 
a deformed thumb of the left hand. He was not particularly aggressive al- 
though ambitious, and he intended to make his mark in the business world, 
if not in music. He was not prone to day-dreaming and had only fleeting 
interest in religion, attending the synagogue on the high holidays. The whole 
family worked very hard to maintain a decent standard of living, and the 
patient contributed to the family budget from his earnings. 

Present Illness—In September, 1928, the patient left for New York to 
obtain a position, and also to make some arrangements about publishing his 
songs. He apparently got along all right in New York until February 18, 
1929, when the father got a telegram that the boy was psychotic and that 
he should come and take him home. When the father arrived in New York 
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he found the patient in good condition. He gave a rambling story about a 
fear of an operation which he was advised to undergo and also about a 
trip to New Jersey where the patient was picked up by the police. 

The father took the patient home. There he became extremely restless, 
began to argue with his parents and refused to stay in bed. He left the 
house and asked the police for protection. He was brought to the hospital 
February 28, 1920. 

On admission the patient was found to be in good physical condition. There 
was an anomaly of the left thumb which consisted in the absence of the 
carpal bones. The examinations of the blood and urine were negative. At 
one time the patient showed a trace of sugar in the urine. 

On the ward the patient was quiet, cooperative, talked freely and spon- 
taneously. He tried very earnestly to go over his ideas, yet he smiled 
frequently when he discussed some of the more serious aspects of his illness. 
There was no evidence of any pronounced mood disturbance. On the whole, 
he appeared quite cheerful, but at times he seemed to be preoccupied. The 
patient said that he was worried over the fact that he was to have an 
amputation of his thumb. “On Sunday, the night before I was to get the 
operation for my thumb, I thought the Supreme Intelligence, or God, told 
me I was going to die soon, and I remembered this statement in the Bible 
or told me by a certain party: ‘Resist not evil.” So I started getting 
thoughts about suicide but I got counter-suggestions also from my real self, 
which didn’t believe in the Supreme Intelligence. One thought would say, 
‘At 12 you shall die,’ then the other thought would say, ‘ Just for the hell 
of it see if that is a lie, and be sure to look at the clock.’ I thought if I 
happened to touch a piece of metal I felt a slight electrical shock and I 
wondered if that was going to kill me. 

“On Monday night, after I left the hospital, the suggestion came to me in 
two hours, while I was walking, that the blood-pressure test was to bind 
the artery and kill me, so my heart would fill up and burst. 

“Losing my job was the thing that gave me a shock which sort of put 
me in a sort of trance, sort of dazed condition. I imagined God was speaking 
through me. It seemed to be an expression of what God was talking to me 
through my own voice. Just like a person mumbling or repeating someone 
else’s advice. That’s the explanation of the feeling or whatever you call it, 
hallucinations or whatever the technical word is.” 

The patient admitted that for the past year he had felt mystic contact 
with God and felt that he would be a success if he took God’s advice if he 
did things in a perfect manner. He never had the actual sensory experience 
of hearing a voice or sound. 

The intellectual functions were intact. The patient admitted auto-erotism, 
as well as serious conflict over it. Later he thought that a homosexual was 
a man who masturbated. He also admitted some mutual masturbation 
recently. Patient had several heterosexual experiences. 

Within a few days the patient adjusted himself very well in the hospital 
life. He got along very well with the patients and the staff and there was 
nothing abnormal in his conduct. A psychological examination showed 
superior intelligence. 
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After the patient was in the hospital two weeks, although further treatment 
was recommended, the family refused permission for commitment and took 
him home against advice. 

Since the patient left the hospital he rested for several weeks, then obtained 
a position where he has been very successful and which he likes very much 
He seems to be perfectly adjusted at home and in the community. One of 
the patient’s uncles is a psychiatrist who is in very close touch with him. 
He is quite satisfied with the patient’s progress. 

Sometime after the patient left the hospital he came to see me and during 
several interviews we were able to go over the whole situation. 

Since early childhood he had worried about two things. He had a deformed 
left thumb, the boys in school teased him about it and he always tried to 
hide it. He wondered why he should not have been perfect, physically. The 
other thing which worried him was auto-erotism. He heard adults speak of 
masturbation as a cause of insanity and there was an occasional fear in him 
that if he didn’t stop doing it something would happen to him. 

The patient had formal religious Hebrew training but he was never 
especially interested in religion. In the summer and fall of 1928 he became 
interested in the question of fundamentalism versus modernism, which at that 
time occupied the attention of the Protestant religious circles, and which 
found its reflection in a good many of the popular magazines. He began to 
ask himself whether he believed in God or not. At times he felt that there 
was a God, at other times he felt there was no such thing. He decided that 
he would test God out. If God prescribed certain modes of conduct and he 
followed these modes, then success must crown his efforts. He did it several 
times and to his surprise he obtained good results. Thus, for several weeks, 
he behaved himself very well, did not go to movies, did not take out any 
girls, spoke only the truth, applied himself to his work with great energy, 
and all of a sudden he received a small increase in salary. On the other 
hand he could not accept wholeheartedly the idea of the existence of God, 
rejected many times the proofs of the existence of the Supreme Being, and 
scoffed at the whole idea. Finally the patient came to the conclusion that 
inasmuch as he did not know whether God existed or not, he would act as 
if God were existing, so that his efforts would be rewarded, providing that 
he acted in accordance with the ethical standards prescribed by the great 
religious teachers. Many times the patient had a vague feeling that in some 
way God was in touch with him, or at least supervised him and that he was 
destined for a great success. His friends liked his musical compositions, 
urged him to have them published, and jokingly called him the second Irving 
Berlin. 

Early in the fall of 1928 he decided to go to New York to try his luck in 
getting a new job and also in publishing his songs. To his great surprise 
he found a very satisfactory job within a few days. The salary was small, 
but the prospects were excellent. The luck in finding this job so quickly 
was another proof to the patient that he was picked out for a big success 
in the financial world. However, things did not go well with the publishing 
of his songs and this was a disappointment. He was sent from publisher to 
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publisher, and was finally told that there was no demand for songs on account 
of the advent of the talkies. 

Through the winter of 1928 and January of 1929 the patient was quite 
preoccupied with the question of religious belief and his “heart was torn 
with doubt.” Things began to look rather gloomy in his place of employment. 
Within a short time he was given a promotion without increase in salary 
and after three months he began to expect an increase in his salary. At the 
same time he conducted himself in a manner which he thought ought to 
bring reward from God, if He existed. The patient waited week after week 
but no increase in salary came. At the same time some of his co-workers 
became jealous of him, as he was generally liked by his superiors, and made 
things unpleasant for him. He began to neglect his work, paying less and 
less attention to it and finally on February 1, 1929, he was called in by his 
employer who told him that his work was unsatisfactory and that his services 
would not be required any longer. 

The losing of his job was a tremendous shock to the patient. As he went 
home he began to feel a severe splitting headache. For several nights after- 
ward he could not sleep. He was a complete failure. Ideas of suicide came 
to his mind. Then all of a sudden a “ biblical” saying flashed into his mind, 
“Those whom the Gods destroy they first make mad.” He knew he was 
mad or insane because he had the thoughts about suicide, which he knew were 
insane thoughts, and which he felt he could not control. And then he recalled 
the old fear that he would become insane on account of masturbation. Every- 
thing pointed to his death. 

The patient was terrifically alarmed and went to see a physician who 
tried to quiet him and told him that the first thing he ought to do was to 
have his thumb amputated. He suggested that the patient should go to the 
Presbyterian Clinic in New York and have it done there. The night before 
the patient went to the clinic he could not sleep. He felt that God or the 
Supreme Being was in some way putting the thought into his head and that 
he was to commit suicide and that he was going to die. The thought of 
suicide was so alien to him as well as the thought of death, that he felt 
that in some way it was put into his head by an outside force. On the other 
hand “the scientific part of his personality ” told him that it was all bunk, 
that nobody was putting thoughts into his head and as a proof of its strength 
suggested to him that he should go to the bathroom, open the medicine chest, 
look at a bottle of iodine, take it in his hands and then put it back. He did 
it. He knew that “the scientific part of his mind” had also some strength 
and that he was not altogether under the influence of the Supreme Being. 
In these thoughts, torn by his conflict and doubt, the patient spent the whole 
night. Toward morning the idea of death became stronger and stronger. 

In the morning he went to the surgical clinic and told all his difficulties. 
A psychiatrist was called in, and suggested that the patient should take a 
long walk. The psychiatrist suggested that he should walk to the Battery. 
This tremendously long walk was an additional proof that he was going to 
die. They wanted him to die and he knew he would die as the result of such 
a long walk. Blood was taken for a Wassermann test and it seemed to him 
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that a tremendous amount of blood was withdrawn because the doctors wanted 
to give him the opportunity of a quick and painless death. He began his 
walk and on the way he stopped at his uncle’s business establishment. The 
uncle suggested that instead of a walk he should go into a movie. The patient 
entered the vaudeville house and the first thing he saw on the stage was an 
actor producing a revolver and speaking about suicide. This of course con- 
vinced him that death was imminent. 

Inasmuch as he knew he was going to die anyhow, he felt that there was 
no sense in walking himself to death and so he began to ride around in taxis. 
His headache was terrific and he felt that if he should leave the taxi, he 
would die on the street. The patient spent his two weeks salary riding in 
taxis. He told the taxi to drive him over to New Jersey and he got out in 
a quiet suburb near Paterson. It was a quiet and peaceful place and the 
patient thought that it would be a nice place to die and he began to walk 
slowly toward his destination—his death. A policeman approached him, asked 
him what he was going to do and when the patient told him he was going 
to die he took him to the police station and got in touch with his family. 
On the following morning his headache suddenly left him. He knew he was 
not dead, the whole threat and the thought of death suddenly left him, he 
felt differently, new, and in a way he was glad to be alive. Yet there was 
a tremendously dull feeling which did not leave him until he came to Boston. 
It was only after the patient left the psychopathic hospital that his head 
became clear and he knew what he wanted to do. 

At the present time the patient is leading a very active life, he does not 
allow himself to indulge in rumination and introspection, realizing its hazards. 
He remembers very well the whole experience and feels that he is much 
more stable now than he has been for many years. 


Case 3.—A. C., male, white, age 33, married, admitted to the hospital 
November 30, 1928; discharged December 10, 1928. Diagnosis: dementia 
precox. 

Chief Complaint—On admission to hospital the patient complained of 
poor appetite for the past week, as well as unusual degree of anxiety and 
depression, worrying over the most trivial things. 

Family History—The parents were farmers in Canada, and the family 
history is negative for nervous and mental disease. Patient was brought 
up in a strict, puritanical atmosphere and he fitted in well (as a child) with 
his surroundings. He was a studious boy and applied himself to his studies. 

Personal History.—Infancy and early childhood uneventful. Previous to 
his graduation from high school he was extremely nervous, and his parents 
feared a possibility of a breakdown. 

Upon his graduation from high school, the patient tried teaching but did 
not like it, and worked for a while in a munition factory and afterwards 
was employed for seven years by a large industry, doing very well. A year 
ago he came East and did various odd jobs in Boston, and about nine months 
ago he got a job in a large factory nearby. He was an excellent workman 
and six months before admission he was appointed foreman in his department. 
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The patient has been married twice. His first wife, whom he loved a great 
deal, died very suddenly after a few years of married life. This was a great 
shock to the patient from which, as he states himself, he never recovered. 
Five years ago the patient remarried and his marriage was congenial. 

The patient is described as a quiet, retiring, serious minded and studious 
individual. He has always been very considerate of others and overconsci- 
entious in discharging his duties. He was very sensitive and brooded for 
long periods over insignificant things. He was unceasing in his efforts to 
rectify mistakes despite his continual effort to better himself and forge ahead. 
He had a gross lack of self-confidence. He was adaptable, good natured and 
not the least impulsive. He liked to have people come and visit him. He 
enjoyed the company of others, but did not particularly seek it. He cared 
little for recreation, he preferred to study nights, after work, in the hope 
of bettering himself. He got the most recreation out of his violin which he 
played by ear. He loved music. He has already been of a religious nature, 
having been brought up in a strict Scotch Presbyterian household, where 
family worship was in vogue. Patient used to go to church Sunday mornings, 
but was never fanatical. For the past three years the patient has been taking 
up shorthand and typewriting as well as some other studies at night. 

Present Illness—Although the patient had for some time, as was his 
nature, fretted over his impoverished financial status, about a week before 
admission his worrying became much augmented. He seemed to be markedly 
preoccupied with his troubles; he had much less to say than usual and he 
was particularly glum. His appetite became poor and he slept badly at night. 
He expressed certain ideas about not doing his job as foreman properly. 
He felt he was not liked by his factory associates. They seemed not to 
respect his authority as a foreman. He felt that he was grossly inadequate. 
Then suddenly on Thanksgiving day he became very talkative on religious 
matters. Despite the fact that his family was over to spend the day, he 
seemed strangely out of harmony with the feasting and revelry of the others. 
He announced that he was an “awful sinner,” his soul was unclean. He 
was worried over his conversion. Although when quite young he had been 
converted to the Christian faith and joined the Presbyterian Church, he 
felt now that his conversion was not genuine. He could not see how just 
joining the church and signing his name to the registry could make him a 
veritable convert. He had not experienced a change of heart thereby. He was 
extremely puzzled and bothered over his conversion. He felt that God and 
the devil were having a great struggle with regard to his conversion. He 
felt he must seek the spiritual advice of a certain Dr. Swift, the pastor of 
the Temple, whom he had gone to hear on Sunday morning two or three 
times. He talked continually about the Bible. He stated that he thought 
family worship should be established in his household even as it had been 
in the home of his parents when he was a boy. Several times during the day 
he got down on his knees and prayed and stated that a spirit had come 
over him. He was restless and slept little during the night. Early the next 
morning his thoughts were still on religion and on his sinful ways. He 
expressed the notion that his wife and mother were working against him 
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trying to thwart him in the struggle for the salvation of his soul. He put on 
his hat and coat and started out to find Dr. Swift to acquire some spiritual 
advice. His wife and mother attempted to stay him but he would not listen 
to their pleadings. He merely remarked to them, “Get thee behind me 
Satan,” and bolted through the door. His wife realizing that he was alto- 
gether too ill to set out for the Tremont Temple chased after him and called 
some nearby police who assisted her in getting him to this hospital. 

On admission here he was in fair physical condition, although somewhat 
undernourished. The various chemical tests were negative. Neurological 
examination was negative. He was very quiet and uncommunicative. To 
most of the questions he replied that he couldn’t tell the answer because it 
was for his Father in Heaven to decide. At times he would say, “God will 
tell you that I cannot tell.” At one time he became quite talkative, and 
spoke about his “conversion.” He also said that he felt that everybody 
should take more interest in spiritual things, stating that he himself had 
great difficulty in going through a spiritual rebirth and that he felt that 
everybody was interfering with him in his desire to do so. 

“T am convinced more and more that men should have more spiritual 
things. I had the idea that my wife and mother were trying to stop me 
from getting converted and that all the powers of earth and hell were trying 
to trap me. To tell the truth about it, it was all imagination I guess. I felt 
that the men were trying to put the ‘skids’ under me at work. I began to 
feel this way about two or three weeks ago. 

“One of the main reasons why I quit the job as foreman was because I 
was guilty of having stolen a cake of soap. I brought it home without paying 
for it. I felt that I might take more if the opportunity came; that if I were 
to be so dishonest as to steal soap, that if I were to take a more responsible 
position I might take something even greater. That is why I resigned the 
responsibility of foreman. When they allowed me to stay and granted my 
request, accepting my resignation, I felt that I was wrong in my belief 
that they were against me. I began to have a change of heart and I took a 
different viewpoint. I realized that they were working for my good, helping 
me in my conversion. I felt moved by a power to a state of contentment 
when I realized this.” 

He said that he had a great many things on his conscience, especially 
in connection with his instinctive life. “ Well, I’ve been too lustful. Here 
I’ve only been married five years and I have three children. I’m too highly 
sexed.” 

The intellectual functions were intact and there was good insight into 
his own condition. Within ten days the patient improved a good deal and 
was able to discuss his condition quite objectively. He went over his ex- 
perience with me and stated that he always had been an unduly sensitive 
individual, too much preoccupied with fine ethical questions and trying to 
carry in his work the high principles which were the foundations of his mode 
of life. When he was promoted as foreman in his shop, he questioned himself 
for a long time whether he was the logical man for the job, and if someone 
else should have been given the promotion. He wondered whether it was 
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the right thing for him to rise above his fellow workers and receive a higher 
compensation. He felt that his sex life was muddled up. He brooded over 
the love for his first wife, and yet his second wife was pregnant with the 
third child. The power of flesh was stronger than the spirit. He felt finally 
that he must completely change his life if he were to save his soul from 
eternal damnation, and he finally exhibited the conduct which led to his 
admission to the hospital. 

When the case was presented at staff conference he was quite dramatic 
and said that the whole thing was a case of nerves. When he was asked 
if he ever heard any voices he said, “ There never has been a man that 
hasn’t heard the voice of God. Flowers in the field have heard the voice 
of God.” 

On December 10, 1928, the patient was transferred to a state hospital. He 
was calm and quiet on admission there and said that when he was in the 
other hospital he thought that the food was poisoned. It tasted peculiarly 
and he thought it must be poisoned. One day his sister brought to him a 
box of candy. He said it tasted peculiarly and he decided it must be poisoned. 
When he was in the hospital, he felt everybody was trying to poison him. 
He distrusted even his own people. At one time in the hospital he thought 
that electricity was coming up from the floor because he could feel it in 
his feet. 

Inasmuch as the patient’s conduct in the hospital was perfectly normal 
and only at times did he show signs of a mild depression, the diagnosis of 
the state hospital was manic-depressive—depressed. Patient's mood became 
quite stable after a few weeks, and on May 8, 1928, he was discharged to 
his family. 

Inasmuch as the patient was a British subject, his deportation was re- 
quested by the United States immigration authorities. He went back to 
Canada on September 1, 1929. He obtained a satisfactory position in a large 
industrial plant in Canada, is doing very well, and has made a very satis- 
factory adjustment. 


Case 4.—F. P. A., male, white, age 42, business man, admitted to the hos- 
pital January 18, 1926; discharged April 3, 1926. Diagnosis: dementia precox. 

Chief Complaint—A week before admission the patient suddenly began to 
talk abount religion, said that God appeared to him, became very excited 
and on the day of his admission showed the family a razor, which greatly 
upset them. 

Family History—The mother was “nervous,” not always adjusted; the 
father was intelligent. He took alcohol at times (probably rather excessively 
on occasions). One paternal uncle committed suicide and a second cousin 
on the mother’s side is “ subject to depression,” and was a patient in a state 


hospital. The patient was the youngest of three children. Nothing is known 
about the grandparents. Paternal grandfather of a “ nervous’’ temperament. 

Personal History.—The patient was a premature baby. The birth and early 
developmental history, normal. He had the usual children’s diseases with 
good recovery. As a small child he played a good deal by himself but when 
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he entered school he made a few friends. He was a good athlete in school, 
but cared very little for girls. At home he was very distant to his sisters 
and brothers but was extremely fond of his mother. He depended a good 
deal on his mother and she on him. He was rather a cranky and fussy 
child at home but his behavior was excellent in school. 

The patient has always kept away from girls and has practiced auto-erotism 
since childhood. In 1910 he fell in love with a girl and went out with her a 
good deal. They were unsuited to each other as she was too vivacious and 
flighty, and finally she threw him over. 

The patient never took any drugs or alcohol; he was a “ rigid teetotaller.” 
His industrial career began at 15 and he was quite successful in the various 
positions he held. At 32 he established a business for himself and has done 
well since. He was extremely devoted to business and had it on his mind all 
the time. 

The patient was always a rather serious person. He seemed to be always 
shy, quiet, never talked in the presence of strangers, capricious and fretful. 
He was a man of marked likes and dislikes, and he expressed his feelings 
to the family very freely. He was described as a disagreeable, dogmatic, 
dyspeptic old bachelor. His only amusement seemed to be to talk about 
business. About once a month he went out to see a physician, who was the 
only friend he had. With this friend he also spent his vacations. The patient 
always lived with his parents until recently when he has moved across the 
street from his sister. His mother was staying with his sister since the 
death of patient’s father one year before. Patient and father had never agreed. 

Present Illness—In 1919 the patient had a mild depression from which he 
recovered after several months. 

On January 12, 1926, the patient suddenly began to talk about religion. 
This was very odd because he never cared for religion before. He said that 
God appeared to him and had chosen him to do certain things. He kept his 
coat on all day long and said he would not take it off until God told him to 
do so. He refused his cereal at breakfast saying that God told him not to 
eat it. The patient said that he was going to reform everybody and insisted 
that the whole family should go to church on Sunday mornings. The patient 
also spoke about his infatuation for his stenographer and the conflict he had 
in connection with her, as she belonged to a different religion. He lay awake 
nights thinking of what God told him to do. Finally on January 18 he became 
very excited and when his sister tried to quiet him he suddenly appeared 
with a razor in his hands. A physician was called in and sent the patient to 
the hospital. 

Physical Examination—The physical examination on admission showed 
an undernourished, middle-aged man in fair physical condition. The tempera- 
ture was 100.2 but on the following day it became normal. The white blood 
count was 11,800. The examination of urine, blood and spinal fluid was 
negative. 

Mental Status.—The patient’s behavior underwent a definite change during 
the first week. For two days he was very irritable, suspicious, preoccupied 
and underactive; later more talkative, increasingly cooperative, alert but not 


il 
if 
/ 
f 


114 THE ACUTE SCHIZOAFFECTIVE PSYCHOSES [ July 


overactive. He spoke quite freely about his difficulties after the first few 
days. The mood changed from an initial elation to a mild depression, not 
incompatible with his situation. The patient said that for a whole week he 
has been hearing God’s voice which told him to do certain things. This was 
the reason why he woke up his family at 6.30 a. m. Sunday morning and 
told them to go to church. He said that the whole world was going to be 
changed and that his secretary should change her religion. The patient 
refused to go into details of his experiences when questioned further. The 
intellectual functions were intact. He had a fair insight in that he realized 
that he was depressed and worried lately but he felt that the whole situation 
should also be gone over with other people; i. ¢., his landlady and his 
stenographer. 

Clinical Course.-—After a few days the patient related how shortly before 
his admission he went out with his stenographer. They had lunch together, 
and after this the patient felt that he was drugged. He felt that in some 
way she wanted to break his will. It was interesting that the name of his 
stenographer was the same as that of the girl with whom he was in love 
15 years ago. The patient also spoke of his tremendous attachment to his 
mother and of his difficulty in breaking away from her. Several months 
ago, when he wanted to move elsewhere, she began to cry so he remained 
in the same neighborhood seeing his mother every day. The patient spoke 
quite freely about his sex life and admitted that the only sex experience he 
had was in early childhood. Since then he has practiced auto-erotism. He 
had no special conflict over auto-erotism. With reference to his religious 
experiences the patient said that he never thought about religion, that his 
interests were purely material, although his family was fairly religious. 
Lately he has felt quite worried about religious matters as this seemed to be 
the obstacle to his marriage to his secretary who was a Catholic. 

On the night of January 13, 1926, the patient suddenly woke up in the 
middle of the night and was told there was a God. It was in the form of 
a very “strong thought.” Another thought came to him that he was a 
strong Protestant. “A thought came to me that there was a God and other 
thoughts that I was a strong Protestant. I loved my mother; I felt that 
some influence had changed me. I felt God making a direct communication 
to me..... The thought came to me that the stocks in the Elevated 
Company were going up and I would get par value. I ate breakfast and 
dinner in my overcoat and hat, I do not know why, it seemed to me that it 
should be left on. One night since I came here I felt the thoughts coming 
from under the bed.” 

The case was seen several times during the staff conferences and it was 
formulated as a condition arising in a setting of emotional turmoil. The 
patient’s emotional life was blocked due to the fact that the girl with whom 
he was in love did not reciprocate his feelings. 

There was marked tension of the sex instinct, then a formal decision by 
the girl prevented the expression of the instinct from being carried out. 
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The patient got along very well while in the hospital and gradually de- 
veloped a healthier point of view of his problems. Cooperative, and had good 
insight finally. 

He was discharged on April 3, 1926, to his family and after a short 
vacation was able to resume work. His stenographer resigned but she intro- 
duced him to a rather mature and intelligent young woman in whom the 
patient became very much interested. He married this young woman in 1927, 
and since that time made a very satisfactory adjustment. 


Case 5.—S. R., female, white, married, age 25, admitted to the hospital 
February 25, 1927; discharged March 3, 1927. Diagnosis: dementia precox. 

Chief Complaint.—The patient was sent to a psychiatric hospital from the 
city hospital where she was restless, excited and showed a “ schizophrenic 
reaction type.” 

Family History.—The grandparents are dead and nothing is known about 
them. The patient’s parents came to America from one of the Scandinavian 
countries and are average people. The patient’s father is an eccentric and 
a very suspicious individual. 

Personal History.—The patient is the seventh of nine children. The early 
developmental history is quite negative. She was always in good health and 
had the usual children’s diseases with good recovery. 

As a child she was quite a tomboy, liked to play outdoor games and was 
a leader in games. The patient graduated from the public school at the age 
of 13, took a year and a half in high school and then took a business course 
until she qualified as a stenographer. Her work in school was very good. 

The patient was always an active, energetic, industrious person. She was 
ambitious, full of life, was very much interested in her house and held several 
positions after marriage. She was extremely affectionate, demonstrative and 
romantic. She liked to go out a good deal, danced, and was a very good 
mixer. Although she felt things very keenly she rarely annoyed her husband 
with her difficulties, realizing that he was under a good deal of stress. 

The patient went out with boys as a young girl. When she was 18, she 
met her husband and married him six months afterward. The patient has 
one child, a boy of 6 years, to whom she was extremely devoted. There was 
quite a difficult situation at home on account of the mother-in-law disliking 
the patient. The patient’s husband was petted and babied by his wife. At 
the same time his mother tried to prejudice him against the patient. 

Present Illness—The patient’s husband was a policeman whose work 
involved a good many dangers and responsibilities. He liked to tell his wife 
about his work, getting a great deal of sympathy and support from her. 
In the fall of 1927, when the little boy began to attend school the patient 
felt that she ought to escort him to school. Her husband ridiculed her 
anxiety about the boy. She became upset and told the husband that if any- 
thing ever happened to the boy she would be through with him. Early in 
February, 1927, a policeman in their neighborhood committed suicide. The 
husband came home, told his wife about the incident and said that such work 
would drive anybody to suicide. This seemed to have affected the patient 
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and she became depressed afterward. When the husband asked the patient 
about the cause of her depression she told him that somebody was coming 
between them and complained about the interference of his parents. She 
dwelt upon the fact that they were of different religions and said that she 
would be glad to embrace his faith. The patient cried a good deal and on 
February 13 she said that her heart was bad and that she was going to die. 
In the middle of February, 1927, she became very upset, said something was 
going to happen in the house, said that the pedlar who came to the door was 
going to hurt her and had a feeling that the chimney was going to fall 
down and kill her. She said that her house was a house of ill omen. Several 
times the husband was called away from his work on account of the patient’s 
condition. The family physician advised the husband that he should take 
his wife to the country for a few days for a rest. About the 2oth of February 
the patient suddenly got up in the middle of the night, dressed, packed her 
suitcase and said that she was going to her parents. The husband helped 
his wife to do it. Immediately on her arrival at her father’s home the patient 
commenced to accuse her father and mother of being in league to influence 
her husband against her. She stayed there that day and the next night the 
sleeplessness was repeated. She got up and went into her brother’s room. 
She accused him of intending to poison her husband and that he was trying 
to come between them. Suddenly she left the house, called up the police 
and asked them to come to her parents’ house and rescue her, as something 
dreadful was going to happen. The husband succeeded in preventing the 
police from coming, and took her over to the city hospital. 

When the husband came to see the patient at the city hospital she accused 
him of trying to wean the boy away from her and complained of all kinds 
of peculiar noises in the hospital. She felt that the other patients in the 
ward were discussing her affairs, swore at her, said that her husband was 
unfaithful to her and that he was going to steal the boy away from her. 
The other patients also said that her husband was “ four in one,” intimating 
that he was of mixed blood and part Negro. She thought that these voices 
were “rayed” from someone who was in a trance in one of the other rooms. 
When her husband visited her at the Boston City Hospital he appeared 
“funny ”"—his eyes were glassy and had a peculiar staring expression in 
them. 

A psychiatrist who examined the patient at the city hospital felt that 
she was psychotic and he recommended her transfer to a psychiatric hospital. 

On admission there the physical and neurological examinations were es- 
sentially negative. The temperature was 99.2 rectally, but rose to 102 five 
days afterward for no apparent reason. The blood count on admission was 
15,200. Examination of urine and blood was negative. 

The patient was very quiet most of the time, talked very little to other 
patients and brightened up when her husband came to visit her. She looked 
rather sad and discouraged. She said that she felt sad, unhappy and de- 
pressed. The intellectual functions were intact. She expressed a large number 
of ideas, revolving around her relationship to her husband. She complained 
that there was a good deal of interference in their home life. She also felt 
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that she was going to be harmed, thought that her husband was going to 
shoot her rather than shoot himself. She also deplored the fact that she did 
not adopt her husband’s religion. She said that when she was at the city 
hospital she heard her name being called out over the loud speaker. She 
denied any hallucinations in the psychiatric hospital. She also said that 
while at the city hospital she smelled many and various odors. The patient 
had fair insight in that she realized the difficulties which brought on her 
illness. 

On March 3, 1927, she was transferred to a state hospital. There she was 
sullen, morose and made very little attempt to get interested in the ward. 
She was mildly depressed and was quite embarrassed when asked about her 
illness. She spoke freely about her illness and said that while she was in 
the psychopathic hospital she saw “ studies” of her husband from childhood 
to manhood. She saw him as a boy, a sailor, and a police officer. She said 
that she had had many somatic sensations before she came to the hospital 
and had “funny impressions which seem to spel! danger.” She could not 
help but feel that something dreadful was going to happen to her child, 
and that her husband would blame her if anything happened to him. She 
had the suspicion that her husband was unfaithful to her, and that he had 
begun to take “dope,” as he seemed very dull and stupid. She intimated 
that her gastric symptoms may have been due to poison. 

Within a few weeks the patient changed a great deal. She began to laugh, 
appeared happy, talked very freely and spoke a great deal about “ radio 
hypnotism,” to which she attributed all her troubles. 

The patient’s relatives felt that she had improved and insisted upon taking 
her home. On April 17, 1927, she was discharged on a trial visit. At the 
state hospital the case was diagnosed as dementia przcox. 

After the patient left the hospital she went to visit her relatives in the 
middle west. There she was entertained a great deal and came back to the 
city in the fall of 1927. She appeared perfectly well, resumed her care of 
the house and got a job in a department store during the Christmas rush. 
In the winter of 1928 she stopped working and devoted herself to the care 
of her family. 

I saw the patient on January 10, 1929, when she came to see me. She was 
a well-developed, well-nourished, attractive woman, quite cheerful, happy, 
spoke very freely and frankly about her illness. She, herself, analyzed the 
whole situation and described the conditions which led to her breakdown. 
Following Thanksgiving of 1926, the patient moved into a new house which 
she bought with her own savings. She had a great deal of work to do, 
putting the house in order, as it was an old house. She wanted to get things 
done and she did not spare herself. At the same time she was troubled by 
the fact that the furnace was not working properly and she could smell some 
gas in the house. She lost her appetite, could not sleep and felt very badly. 
She vomited on several occasions and became cross, cranky and irritable. 
Things did not go very well with her personal life. Her husband loved and 
adored her, but he was under the influence of his mother who disliked the 
patient. She began to think a great deal about the difference in religion. 
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She was a young woman, full of life and ambition, loved dances, music and 
people. Her husband, on the other hand, was a man 11 years older than she, 
and perfectly content to come home in the evening and read the newspaper. 
She was very ambitious for him and wanted him to take various examinations 
leading to a higher position on the police force, but he was slow and satisfied 
with his meager income. 

Things began to assume a different aspect. She would occasionally become 
blue and the coarseness of her husband began to annoy her more than usually. 
The husband never was much of a ladies’ man. She began to feel that he 
was excessive in his sex demands and that she should be left alone. She 
thought that he loved the boy a little bit too much, and only cared for her 
as the mother of his son. She exaggerated the difficulty between her and her 
husband. The husband’s family was doing everything possible to estrange 
the two. 

One night while she was in bed she saw three bright stars from her window. 
She could not fall asleep. The stars were bright red in color. She did close 
her eyes, but when she opened them again the stars would still be there. 
She felt that something terrible was going to happen. This was a bad sign 
and it meant that the husband should take her to his family, which he did. 

The patient stressed the prominence of various physical factors in her 
psychosis. 

A review of the family situation brought out the fact that there was a 
real foundation for some of the patient’s beliefs. Both her family and her 
husband’s family were doing everything possible to estrange the patient 
and her husband. The patient’s father felt that she married a very inferior 
person, below her station in life. On the other hand, the husband’s mother 
felt that the patient was inferior to her son. With reference to the voices, 
the patient said that she heard the doctor’s name called out over the radio 
at the city hospital, which was so. She denied other hallucinatory experiences. 

The patient stated that she was facing essentially the same situation that 
she faced before, even worse, as the mother-in-law was in the house and 
constantly picking flaws in the patient. She was not afraid of her, however, 
because she knew how to manage the family and felt that she had the 
upper hand. She explained to us at the end of the interview that the whole 
marriage started out rather unfortunately. During the period of courtship 
he had attacked her and forced her to have relations with him. He was 
quite crude in their sex life and tried various perversions. She felt keenly 
the disgrace of a forced marriage, and would have preferred to marry her 
husband of her own free will. Her family hated and despised the husband. 
She was under constant pressure of getting along with her husband whom 
she really liked, of pleasing her mother-in-law, and of trying to reconciliate 
her own family with her husband. The patient said that the psychosis was 
a good thing as somehow it has helped to straighten out the various tangles 
in her life, and gave her courage, confidence in herself. The patient is doing 
very well now and handles unusually well the affairs which are just as 
complicated as they were before. 


1933] J. KASANIN 119 


Case 8.—E. F., male, age 20, single, laborer, white, admitted to the hospital 
March 15, 1929; discharged against advice to family, March 24, 1929. Diag- 
nosis: dementia precox. 

Chief Complaint—The patient was sent to the hospital by his family be- 
cause about two weeks before admission he became overactive, exhibited 
queer behavior and spoke a great deal about his theories of life. Finally he 
became so excited that he was taken to the out-patient department from which 
he was referred to the house. 

Family History.—Nothing is known about the patient’s grandparents with 
the exception that they have lived to an old age. The parents were born in 
one of the southern European countries and settled in the 9o’s in southern 
Massachusetts. The father was a fisherman by occupation, was a kind and 
genial man, but at times drank excessively. He was drowned when the 
patient was a small child. The mother is an even-tempered woman with 
a great deal of patience, and is extremely devoted to her children. She has 
a very poor command of English. The patient is the fourth of seven children. 
His older sister developed an acute psychosis following the birth of her 
second child and was in a state hospital for a month. The diagnosis was an 
affective disorder. She was taken home but later it was necessary to commit 
her to a state hospital where she is at the present time. One of the patient’s 
older brothers was psychotic in 1920 and was in a mental hospital for 10 
days. The diagnosis was dementia praeecox—hebephrenic. However, he made 
a good recovery. In 1926 this brother was arrested, the charge was a sexual 
offense, and he served a term in jail. He is doing quite well at the present 
time. It seems that both the psychosis and the sexual assault followed an 
alcoholic debauch. 

The other siblings are fairly well-balanced individuals. There is a very 
fine family spirit, the children get along well with each other and are 
devoted to the mother. The family has few outside contacts and seems to 
have a close home life. 

Personal History.—The patient was born in southern Massachusetts on 
February 21, 1909. The mother had been well throughout the pregnancy, 
the delivery was uneventful, the patient weighed 12 pounds. The early de- 
velopmental history was normal. He was a well baby, had only the common 
children’s diseases and exhibited no neurotic traits. At five and a half 
years patient entered school. He did well, according to mother, but left 
at the age of 15, after finishing his first year in high school, in order to 
go to work. The patient liked school, played on the baseball team and was 
well liked. 

The patient did well in the various positions in which he was employed. 
Two years ago he obtained a job in a large rubber plant and worked up 
from $16.00 a week to $27.00 a week. He was a model employee, but very 
quiet and shy. For some time he complained to the factory physician that 
the work was too hard, but he was able to keep up with it. 

As far as his personality is concerned he was quite an average young 
man. He was the mother’s favorite and was much attached to her. He was 
rather quiet and shy in company, and did not care to go out. His outside 
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interests were mostly athletic. He took part in several sports and played 
baseball with amateur groups. Baseball was his outstanding interest. He 
carefully followed the papers and often spoke about his ambition of becoming 
a professional baseball player. He tried to join one of the national baseball 
associations but he was rejected because he was too light. He was not much 
of a day-dreamer; on the contrary, he seemed like an active and energetic 
boy. He discussed his personal affairs with his family quite freely and was 
not especially sensitive. He worried often about his mother and took to 
heart other peoples’ troubles. He had a good sense of humor and was not 
jealous. Like the rest of his family the patient was a devout Catholic. He 
took religion seriously. 

Very little is known about the patient’s sex life. He was extremely shy 
in the presence of girls and did not go out with them. Several months ago 
he fell in love with a girl who worked in the same factory where he worked 
and told his family about it. He wanted to bring the girl to the house but 
the mother told him he was too young to go out with girls. Although the 
patient spoke about having dates with the girl, she told her foreman that 
their acquaintance was very casual. 

The patient drank some light wines in moderate amounts, as was customary 
in his family. He was never drunk, and smoked moderately. His reading 
was mostly confined to the sporting pages of the newspapers and adventure 
stories. 

Present Illness —Two weeks before admission the co-workers in the factory 
noticed that the patient began to talk a great deal and that he began to sing 
very loudly. Quite suddenly he declared that he was going on the stage or else 
would join a professional baseball team. The same behavior was observed 
at home. He sent a telegram to a Boston baseball team which was at that 
time playing in the South, asking the manager for a position. He told his 
family that he was going to make a great deal of money and they should 
finance him for the trip. He slept very poorly and was very restless at night. 
A week before admission he went to one of the Harvard physicians and 
offered him his body for scientific purposes. The latter referred him to the 
hospital. He was quite excited for several days and spoke a great deal 
about scientific experiments on his brain and the cure of insanity. Finally 
he was brought to the out-patient clinic. 

On admission the patient was found to be in good physical condition. There 
was a slight leucocytosis of 13,800. Examinations of blood and urine were 
negative. 

For several days the patient was quite active and restless, but responded 
very well to continuous baths. He was very cooperative and talked freely 
to the physician. He took a fair amount of interest in the ward routine and 
was friendly with other patients. His speech was relevant but at times 
incoherent and he spoke about a great many things. The patient spoke a 
great deal about his philosophy of life giving several variants of his theory 
of personal magnetism. The main points of his theory were as follows. 
For some time the patient has had a conflict over auto-erotism which he 
has practiced since childhood. He also had sex relations with a nine-year-old 


| 
| 


1933] J. KASANIN 121 


girl when he was of the same age and it disturbed him. The conflict was 
intensified by the fact that he was quite religious. He met a girl a year 
ago and fell in love with her, but it took him a long time before he was 
introduced to her. Finally he asked her for a date, about four months ago. 
She refused. He felt badly but he asked again three months ago, and she 
told him she was going to the beach with her parents. He finally got a date 
about a week prior to his admission to the hospital, they went to her house 
after the movies, and they “ got to loving on the sofa.” He felt magnetism go 
over him when he kissed her, and when he passed his hand over her hair 
he “ felt the flow of magnetism just like in a wet dream.” ; 

This was the first time he had the sensation. After this experience all his 
thoughts were concentrated on her image and it made him desperate. He 
began to experiment in trying to recall her presence, or trying to imagine 
he was with her. He would imagine the pillow was her face and then he got 
the same flow of magnetism on passing his hand over the pillow. He began 
speculating about causes of this and thought he had made a new discovery. 

The patient said that he was able to solve all his conflicts by this discovery. 
He found that the brain controlled the fluid which traveled throughout the 
whole body and could be drawn from mouth, teeth, roof of the mouth, lips 
and nose, if touched. This fluid would travel throughout the whole body 
producing a magnetic feeling passing over him, the same as a sexual act. 
When sound hits the ear drum it sets the fluid or brain in vibration and 
he harmonizes with it, and this pleasurable magnetic feeling passes over him. 
Similarly when he touches anything gently, this fluid, which is all over the 
body, is set in motion in waves which similarly give the pleasant feeling. 
Thus if he goes out with women he gets satisfaction by touch and sound, 
and he stated that if he leaves his wife for a few days (after he marries) 
he can go out with women and have no responsibility. Not only did he get 
this magnetic feeling when he touched an animate object but an inanimate 
object as well. When in church he felt that the holy images might be alive 
and that God was in communication with him. He stated that when he 
expectorated, the saliva was equivalent to spermatic fluid. 

He went to Harvard Thursday, March 14, 1929, to tell of his discovery 
“for the benefit of science” and also because he felt his brain was developing, 
and for them to take an X-ray of his brain and if it was of any benefit to 
publish it and teach about it. He was willing to be experimented on if they 
thought it necessary. He was referred to the out-patient clinic. Friday early 
in the morning he awoke trembling and took to drawing a diagram of his 
brain letting his hand take its course. 

He came the same morning to out-patient department for the purpose of 
showing his discovery. His brain was vibrating to all sounds and touch, 
and it was pleasurable. He felt mixed up in his head, it seemed queer to him 
the way sound affected him, but he enjoyed it. 

“Tt is a magnetic force from above that is present on earth and is called 
magnetism and gravity. As the world spins round anything on the earth, 
if touched by humans, will receive this sensation. The sensation is the same 
as the sexual act. Misunderstanding in the past has brought shame, suffering, 
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death, illness, illness before death, if a person or any human it matters not 
what sex, will feel the effect of this sensation from above. The sensation 
comes from God to man and from man it travels through his body from 
finger tips to toenails, and if any object is held gently by a human the force 
of this effect will travel through said object into human, it matters not 
what sex. This power came to me from God. I’m in communication with 
God, it seems. It has been only recently that I have made the discovery 
by experimenting on brain and it has traveled throughout the human body.” 

The patient said that he could see God if he closed his eyes. He could see 
God moving about, saw Him moving His fingers and saw His features. He 
saw God sitting on the throne pointing His fingers and controlling the move- 
ment of the world. God never talked to him. At one time he saw God mold 
clay and blow the breath of life into it. 

The patient’s intellectual functions were intact. He was well oriented in 
all fields and his memory was good. 

Clinical Course.—Within a few days the patient became quiet, cooperative 
but still insisted on elaborating his ideas. Commitment to a state institution 
was recommended but nine days after the patient entered the hospital he 
was taken home by his family. Within a few weeks he joined one of the 
branches of the governmental service and has been doing very well in his 
field of service. 


SUMMARY. 

1. A group of 9g cases is presented in which there is a blending 
of schizophrenic and affective symptoms. 

2. The psychosis is characterized by a very sudden onset in a 
setting of marked emotional turmoil with a distortion of the 
outside world and presence of false sensory impressions in some 
cases. The psychosis lasts a few weeks to a few months and is 
followed by a recovery. 

3. Our patients are young people, in the twenties or thirties, in 
excellent physical health, in whom there is usually a history of a 
previous attack in late adolescence. 

4. The prepsychotic personalities of our patients show the usual 
variation found in any group of people. 

5. A good social and industrial adjustment, the presence of a 
definite and specific environmental stress, the interest in life and its 
opportunities, and the absence of any passivity or withdrawal are 
some of the factors favoring recovery. 
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DISCUSSION. 


Dr. I. L. Potozkrer (Detroit, Mich.).—I was very much interested in 
Dr. Kasanin’s description of “Acute Schizoaffective Psychoses.” I went over 
the literature very carefully and could find very little, if anything, by that 
name. At first, I was afraid the Doctor was trying to give us a new nomen- 
clature which would befog our present knowledge of the subject of schizo- 
phrenia and schizophrenic states, but after hearing his paper I feel that it is 
a timely presentation of some of our baffling so-called schizophrenic group. 

We have been in the habit of labeling these cases as psychopathic personali- 
ties with schizoid make-up or personalities with schizoid substrata. I think 
the name of schizoaffective is more appropriate. It clarifies a group of cases 
as the Doctor mentioned between the ages of twenty and thirty in which 
we often meet with emotional outbursts which are very dramatic in nature, 
and which as he states last for only a few weeks or months, followed by 
recovery. While these patients may have recurrences, they usually do not 
have the characteristic end result of the demented. We find that a proper 
social and industrial adjustment in a good environmental atmosphere may 
bring permanent recovery. 

The cases I have met in private practice and those who have presented 
themselves in the clinic were young people who have usually come from 
foreign born parents and of parents in advanced ages. Such young men and 
women with a fair school education frequently find themselves, as they feel, 
not in accord with their environment. They have out-grown their home 
environment, their parents remaining conventionally in the atmosphere of 
the country from which they came. 
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We have in our city sections which represent villages or little cities trans- 
planted from the old country. The people speak their own language, some 
of them have never learned to speak English; they trade with their own 
people and, in fact, have never become Americanized. Their children how- 
ever, are usually well educated and some even have college educations. 
During adult life difficulties frequently arise between them and their parents. 
Such children will often under stress arising from adult change of life 
present a spectacular outbreak, with excitement or depression and these cases 
could be classified in a group suggested by the Doctor as schizoaffective. 

I would like to mention the following case: A. D. is an adolescent about 
twenty years of age, markedly stigmatic, underdeveloped and showing re- 
siduals of rickets. At the time of the outbreak, he was a Junior in the 
Engineering Department of the University of Detroit. The parents were 
Jewish, born in Roumania. Past and immediate family history was negative. 
They were economically fairly well adjusted. The patient was born in Detroit, 
birth was normal. He was very sick as an infant and because of this illness 
he was the recipient of the solicitous care of an over-indulgent mother; he 
became emotionally dependent upon her to the age of twelve. 

Intellectually, he made rapid progress, completing four years of high school 
and entering college at the age of eighteen. He was socially maladjusted 
and unable to compete in athletics or social activities; he therefore plunged 
into academic work to compensate for his weakened body. 

The onset of his present illness was followed by a quarrel with a girl with 
whom he played in an orchestra and to whom he showed a great deal of 
attention. He then had marked feelings of inferiority and imagined that 
he was being poisoned by his mother. These ideas persisted and he became 
very agitated calling out his accusations in a theatre where he had attended 
a moving picture performance with his family. 

The family became alarmed and he was taken to a hospital where he re- 
mained for two weeks, during which time, he manifested delusions directed 
toward his mother. He thought he was confined in the hospital for experi- 
mental purposes and that they were going to operate on his genitalia. His 
speech had an egotistical trend with an effort to win recognition for his 
superior abilities. Finally, he became freely accessible and apologetically 
proclaimed that his own physical deficiencies were sufficient to warrant his 
present troubles. His mother alone was responsible for his unhappiness. 
He also had religious conflicts; he wanted to be a Gentile and associate 
with them rather than with Jewish people. His own words were, “ No one 
can have a perfect body in this world. I can compensate for the body I have 
because I had no control over things which have happened in the past. In 
a case like mine where the body has peculiar characteristics not highly 
developed, the mind in accordance is very active.” 

From a psychiatric standpoint, it seems that this problem was the out- 
growth of a parental family situation. He appreciated keenly the defective- 
ness of his physical body but hoped to compensate himself by his intellectual 
achievements. 
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It is felt that he must have realized his inadequacies from a social stand- 
point and with the on-coming sexual drive, his ego was unable to compete 
with the usual urges. In order to protect himself, he developed a delusional 
system which had a twofold value: (1) To relieve him of the necessity of 
attempting sexual adjustment ; and (2) To give him an opportunity to vent his 
rage against his mother for her abnormal interest in him, blaming her for 
everything. This patient improved in a short time and so far has remained 
well, 

The greatest trouble arises after cases of this kind recover and are then 
referred back to the home where the same environment still exists and has 
not been corrected. In order to effect a complete recovery, one has, either 
through social service agencies or in some other manner, to educate the 
parents to understand the patient. In some cases, we find that it is easier 
to do this than to try to educate the patient to understand his parents. I do 
not feel that this class of cases should be classified as psychoses and would 
suggest “acute schizoaffective personalities,” without the word “ psychoses,” 
as very often while they may have a recurrence, they do recover. 


Dr. E. Von Domarus (Yale University, New Haven, Conn.).—Dr. 
Kasanin has tried to analyze different types within the schizophrenic group. 
Furthermore, he has rightly emphasized that the social approach to the 
schizophrenic problem is a specific American trend. 

Schizophrenia as a disease entity has been well defined. Since Hippocrates 
we have distinguished between mental diseases leading to deterioration and 
mentally diseased persons who will behave well after a while of mental upset. 
Thus, the separation of schizophrenia from the latter is clear cut and 
dichotomous; but the trouble is that not everybody follows this definitional 
clearness. It is another question whether schizophrenia is heterogenous. 
I do not think that we have been able to make any decisive statement regard- 
ing this problem. Dr. Kasanin’s attempt to distinguish within schizophrenia 
a variety of syndromes may help us to clarify the mentioned questionable 
situation. 

The analytical method of approach seems to me is at present still justified. 
During the research round table meeting it was emphasized that we have 
too many separate methods and that we have not yet been able to synthesize 
these researches. May it not be suggested that you cannot synthesize rightly 
before you have reached by thoroughgoing analysis the last achievable ele- 
ments? I should think that the immediate future of psychiatry will see a 
splitting up of the rough diagnostic entities into syndromes and symptoms 
of the diseased individual rather than a new synthesis of known elements. 

Dr. Kasanin speaks of nuclear cases; but here, so it seems to me, lies 
the central clinical difficulty. What are the central nuclear groups? Is there 
any symptom in schizophrenia that would be—all by itselfi—pathognostic? Or 
is there no such symptom, and does the diagnosis depend on a syndrome of 
symptoms ? 

The value of Dr. Kasanin’s paper lies in the description of one type of 
schizophrenic development whose opposite, I dare say, has also been observed. 
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His cases show a sudden onset as opposed to cases with a slow slipping into 
the schizophrenic development. His cases show no pre-morbid peculiar person- 
ality as opposed to the group with pre-morbid anomic personality trends. 
His cases show a far-going remission after the psychotic episode as opposed 
to the slowly deteriorating and unimprovable patients. This observation of 
his is of classificatory importance. 


Dr. Jacop KasAnin (Howard, R. I.).—I am very grateful to Dr. Polozker 
for his discussion of my paper. Dr. Polozker emphasized the fact that my 
cases are not necessarily schizoaffective psychoses but are schizoaffective 
personalities. I suppose that all of us are schizoaffective personalities but 
behavioristically speaking my patients were fairly well adjusted and fairly 
normal individuals and I cannot see that they were very much different from 
anybody else. 

I am grateful to Dr. Von Domarus for recrystallizing certain things 
which I perhaps did not bring out very clearly in my paper. In regard to 
the nuclear cases, it is our duty to find them so that they can be a basis 
for special clinical entities. I think we are pretty certain of constitutional 
schizophrenics who show a good deal of physical difficulty in infancy, a 
stormy childhood with over-protection and anxiety, a difficult adolescence 
especially characterized by inability to get along and mix with other children, 
and finally the breakdown. It is for this reason that I have selected the group 
of schizoaffective psychoses which is the other extreme from the nuclear 
constitutional cases. 

I think it is more than satisfactory that we are settling down to our job 
of scientific approach to our clinical work and if classification is necessary 
in science it should not be despised just because a study of the individual 
patient and his personal problems is much more interesting and therapeutically 
more useful. We have got to settle sooner or later whether we are going 
to treat psychiatry as an art or as a science and if we assume that psychiatry 
is a science, then we shall have to travel the same hard road of collection of 
data, of classification, of making hypotheses and of other difficult tasks which 
are a part of the scientific method. 
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THE TRIAL OF GUITEAU.* 


By FREDERICK A. FENNING, 
General Counsel of the Medical Society of the District of Columbia. 


Fifty-one years ago Charles J. Guiteau was tried in the Supreme 
Court of the District of Columbia for the murder of President 
Garfield. Many persons believed the assassin to be of unsound 
mind. Through the intervening years the charge has been made, 
time and again, that an insane man was tried, convicted and exe- 
cuted. Would the trial of Guiteau today on the same state of 
facts, and in the light of present-day knowledge of mental dis- 
orders, have any different conclusion ? 

The facts, of course, would be as recorded at the trial; public 
opinion, however, would not be so intense as it was immediately 
after the commission of the crime. Naturally this would be in the 
prisoner’s favor, though even during the trial, only a few months 
after the murder, thousands of men and women visited Guiteau 
at the jail, and on some days he received as many as 200 friendly 
letters. 

Impaneling of the jury began November 14, 1881, and the case 
was on hearing daily from that time until January 25, 1882, when 
the jury rendered the verdict, “ Guilty as indicted.” One hundred 
and thirty talesmen were examined before 12 men could be ob- 
tained who had not formed fixed and decided opinions against the 
accused. 

Twenty-three medical men testified for the government; 13 
medical men took the stand as witnesses for the defense. Nearly 
all of the medical witnesses qualified as experts. During the pro- 
ceedings the assistant district attorney commented: “ In all human 
probability at no trial ever held in this country, if in the world, was 
a larger number of able, intelligent, medical gentlemen present than 


here.” Nor is it likely that the number has been equaled at any trial 
during the last half-century. 


* Read before the George Washington University Medical Society, Novem- 
ber 19, 1932. 
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When these 36 doctors expressed their opinions, the Freudian 
theories had not been expounded, psychoanalysis had not opened its 
fertile field of minute introspection, the Wassermann reaction was 
unknown, and Dr. Britton D. Evans had not coined the popular de- 
fensive psychosis “brainstorm.” This was before the days of 
Kraepelin, Jung, Alzheimer, and Ehrlich. Then the great Euro- 
pean authority was Lombroso. 

In relating the prisoner’s history to the jury, counsel for the de- 
fense (who was Guiteau’s brother-in-law) placed emphasis on what 
he called “the religious tendency that ran through the family.” 
Guiteau was of French Huguenot descent, his forebears having 
been exiled from France because of their religious convictions. His 
grandfather, Dr. Francis Guiteau, settled near Utica, N. Y., where 
he practiced medicine. Dr. Guiteau had 11 children, of whom 
it appeared that two daughters were mentally weak and one son 
became an inmate of Bloomingdale Asylum. The prisoner’s father, 
Luther Guiteau, was described as “an intense religionist ”; but 
seemingly he was a clear-headed business man for he held several 
town and county offices, and for the last 15 years of his life was 
cashier of a national bank. 

It was while his father was recorder of deeds at Freeport, IIl., 
that Charles J. Guiteau, then in his teens, had his first employment 
as clerk in the record office. On leaving there, he spent a year in 
high school, then for five years lived as a member of the Oneida 
Community. After knocking around at various occupations, he 
became a member of the Chicago bar. This was in 1868. It is ap- 
parent from Guiteau’s testimony that admission to practice law, 
in those days, required the minimum of effort on the part of the 
candidate. After studying in an office three or four months, he 
obtained from the state’s attorney a certificate of qualification. 
“He asked me,” Guiteau testified, “three or four questions and I 
think I answered all the questions; possibly I might have missed 
one.” Until 1876 he made a more or less precarious living at the 
law in Chicago and New York City. During five years of this 
period he was married, the marriage being dissolved by decree ob- 
tained by the wife, on an allegation of unfaithfulness. From 1876 
he said “I devoted myself to theology”; this including writing 
books and pamphlets which he hawked about on the streets, and 
delivering lectures which invariably were poorly attended. 


| 
| 


1933] FREDERICK A. FENNING 129 


In the Presidential campaign of 1880 he offered his services to 
the Republican National Committee and wrote a speech entitled 
“ Garfield against Hancock.” He was assigned to speak only once 
and that was at a colored gathering. He spoke a few minutes and 
then withdrew as he “ didn’t exactly like the crowd.” Upon the 
election of Garfield, Guiteau began to plan to be Minister to Austria 
or consul at Paris. He obtained but one political endorsement ac- 
cording to his statement and that was from the state’s attorney 
who had arranged his admission to the bar. It was his contention 
that the speech “ Garfield against Hancock” entitled him to im- 
portant public office. Salaries paid to ministers serving the country 
abroad were well known to be insufficient to defray the expense of 
entertaining at foreign courts. Doubtless this was in the mind of 
the impecunious Guiteau when, as he rather naively put it, “ I wrote 
to General Garfield and sent him my speech, calling attention to the 
fact that I might possibly marry a very wealthy lady in New York, 
sometime during the spring, and we could represent the United 
States Government at the court of Vienna with dignity and grace.” 

After the inauguration he made almost daily calls at the White 
House, but never was admitted to audience with the President. 
Then came a party rift; Senator Conkling and Senator Platt re- 
signed. Their break with President Garfield was a subject of na- 
tional interest, it was carried in the headlines, and was a topic of 
conversation in Washington probably more than in other cities. 
Guiteau read the papers, listened in the hotel lobbies, and, to use his 
language, “an inspiration came over my mind, like a flash, that if 
the President was out of the way this whole thing would be solved 
and everything would go well.” 

Early in the trial, and before the case settled down to the ques- 
tion of the prisoner’s mental condition, there was rather pointed 
indication of the purpose of the defense to undertake to attribute 
the President’s death to malpractice. Admitting that Guiteau had 
fired the shot, the defense questioned that the injury caused thereby 
would have resulted fatally had the patient received proper surgi- 
cal attention. Persistent cross examination of the chief surgeon, 
Dr. D. W. Bliss, and his associates, failing to bring out anything 
that would establish such a contention or even create a doubt, this 
line of defense was abandoned. 
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The government claimed that the prisoner was sane at the time of 
the murder. Counsel for Guiteau contended that for five years 
before the shooting the prisoner had been deranged mentally and 
should have been confined. But the issue was not as clear-cut as it 
would have been if based solely on the positions of the district 
attorney and counsel for the defendant. There was another ground 
of defense described as “ transitory insanity,” which was advanced 
by the prisoner himself. From the start of the trial to its finish, he 
insisted upon his right as a lawyer to act as his own counsel. 
Guiteau consistently and vehemently held to his theory of transi- 
tory insanity. He dragged it into the case to such an extent that 
his counsel, Mr. Scoville, was forced to attempt to establish it in 
his cross examination of the government’s experts. 

As outlined by the prisoner, he was perfectly sane until a few 
days before the shooting when he became the agent of the Deity to 
carry out an inspiration to remove the President ; that during the 
period when he was acting under the inspiration he was “ legally 
insane ”’; and that he returned to normal mental condition immedi- 
ately after complying with the Deity’s will. He pointed out the dis- 
tinction between acting personally and acting under Divine inspira- 
tion in these words: “If I had shot the President of the United 
States on my own personal account, no punishment would be too 
severe or too quick for me; but acting as the agent of the Deity 
puts an entirely different construction upon the act, and that is the 
thing that I want to put into this court and jury and the opposing 
counsel. I want it distinctly understood that I did not do that act 
in my own personality. I unite myself with the Deity. I had to use 
my ordinary judgment as to ways and means to accomplish the 
Deity’s will. The Lord never employs a fool to do his work. He 
gets the best brains he can find.” In further explanation, he inter- 
rupted a witness to say: “ My free agency was destroyed. That 
is the issue here. Whether my free agency was destroyed, not 
whether I was a fool five or ten years ago, but whether my free 
agency was destroyed at the time I killed the President.” He modi- 
fied the latter statement by saying, “I say the Deity killed the 
President and not me.” 

Guiteau explained that his return to reason had come “ just as 
soon as I got the insane spirit out of me,” and added, “I would 
not do it again for a million dollars, with the mind I have got now.” 
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The hypothetical question framed by the defense assumed a 
strong hereditary taint of insanity, derangement for the last five 
years, domination by Divine inspiration which overpowered his 
will, and no other motive for the killing than that of executing 
the Divine will. This language described, very certainly, a man of 
unsound mind. This was the answer given the hypothetical ques- 
tion by Dr. Charles H. Nichols, former superintendent of the 
Government Hospital for the Insane (now St. Elizabeths Hos- 
pital) at Washington, and Dr. William W. Godding, then superin- 
tendent of the same institution. Dr. Godding explained his answer 
as based on the assumption that the words “ overpowered his will ” 
were true. The same answer was given by Dr. James H. McBride, 
of Milwaukee, Dr. Walter Channing, of Brookline, Mass., Dr. 
Theodore W. Fisher, superintendent of the institution then known 
as the Boston Lunatic Hospital, and Dr. Charles F. Folsom, of the 
Harvard Medical School. Dr. Samuel Worcester, of Salem, 
Mass., declined to answer unless informed as to “ the interpreta- 
tion that is put on the word ‘ inspiration’ in the hypothetical ques- 
tion.” Counsel for defense refused to alter or amend or explain 
the question, and excused the witness. Dr. Worcester, as he was 
leaving the stand, was asked by the district attorney to remain, and 
later he was used as a witness for the government. 

Dr. James G. Kiernan, managing editor of the Chicago Medical 
Review, in testifying for the defense, admitted a belief in “ moral 
insanity.” “When the moral nature is diseased,” he said, “ the 
mind is diseased. That impairs the man’s judgment.” Asked under 
cross examination the proportion of insane people to sane people, 
he gave the startling reply: “Out of 25 people in ordinary life, 
you would be apt to meet five who were insane.” This ratio of 
one insane in every five persons was far from the carefully com- 
piled figures which indicated, at that time, a ratio of I to 500 in 
New York City, and I to 1000 in the country at large. 

Dr. Edward C. Spitzka, of New York City, was the chief expert 
on the side of the defense. Dr. Spitzka, who later attained renown 
in his profession, was then a young man of 30, and for six years 
had specialized in nervous and mental diseases. While the other 
experts had been subjected to but cursory cross questioning, the 
prosecution realized the importance of Dr. Spitzka’s testimony 
and he was rigidly cross examined by three of the government’s 
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counsel. Previous to the trial, the doctor had published an article 
in the New York Medical Record in which he said: “ There is not 
a scintilla of doubt in my mind that, if Guiteau, with his hereditary 
history, his insane manner, his insane documents, and his insane 
actions, were to be committed to any asylum in the land, he would 
be unhesitatingly admitted as a proper subject for sequestration.” 
Also this witness had written editorials on this subject for the 
Chicago Medical Review; and in an article in the New England 
Medical Monthly he wrote: “ The manner in which the Guiteau case 
is being prosecuted furnishes a striking illustration of the defects of 
our expert system.” With knowledge that Dr. Spitzka held these 
views, the defense was particularly anxious to have his testimony. 
Defense counsel wrote and telegraphed him numerous times and 
had him served with a subpcena, but the doctor did not appear until 
the court had issued an attachment for him. On reaching Washing- 
ton, this witness saw the prisoner for the first time. He made a com- 
prehensive examination at the jail, being introduced to the pris- 
oner as “ Professor Brown.” Spitzka was harshly criticized for 
adopting this method of approach, but he stoutly contended that it 
was “for the purpose of excluding simulation on the part of the 
prisoner, who already knew my name.” This witness characterized 
Guiteau as a “ moral monstrosity,” adding, ‘‘ He has got the insane 
manner as well marked as I have ever seen it in an asylum.”’ Asked 
the hypothetical question which involved the prisoner’s mental state 
at the time of the shooting, Dr. Spitzka responded “I decline to 
answer any hypothetical question in a case where I have examined 
the prisoner himself that does not incorporate the results of that 
examination.” After wrangling of counsel, the witness was per- 
‘mitted to make this answer “I should say the prisoner, whom I 
examined, had been in a more or less morbid state throughout his 
life, and that he was probably insane at the time you mention.” He 
had previously said that at the time of the examination Guiteau was 
insane. 


Under cross examination Dr. Spitzka had himself and his sub- 
ject under perfect control. He was positive but never flippant. 
When asked “ Do you hold yourself as a man ready to go into 
court and testify in cases involving this point of insanity for hire?” 
he readily responded “I am willing to testify to the truth in any 
case, or for any side, and I charge a respectable fee for it. As to 
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the value of my services in this case, however, I do not receive 
enough to take me to Jersey City. If I had desired to sell my ser- 
vices, or to sell my conviction, I would be sitting by you as one of 
the experts for the prosecution.” The mild furor created by this 
reply, and the challenge of its accuracy made by the district at- 
torney, subsided after Dr. Spitzka gave the date and hour that one 
of the government’s counsel (whom he named) had called on him 
in New York with a view to obtaining his services. Undertaking 
to discredit this witness, the assistant district attorney brought out 
that Dr. Spitzka at one time had been professor of comparative 
anatomy at Columbia Veterinary College, and asked, “ You are 
a veterinary surgeon, are you not?” The witness retorted “ In the 
sense that I treat asses who ask me stupid questions, I am.” Later 
when asked what he considered to be an improper question, he de- 
clined to answer. The district attorney told him to answer and 
that he (the district attorney) would determine its propriety. With 
emphasis the doctor responded “J will determine that,” and the 
question was not pressed. 

Undoubtedly Dr. Spitzka could have rendered much needed ser- 
vice to the defense in advising at the cross examination of experts 
who later were called by the prosecution, but he returned to New 
York on concluding his testimony. 

From the opening day, Guiteau sitting at the trial table was very 
free of speech. Counsel for the prosecution, for reasons which will 
appear, were lenient beyond all bounds. Permitted to continue, the 
prisoner interrupted and denounced witnesses, made speeches to 
the court and jury, applied opprobrious terms to government 
counsel, reviled his own attorney, and commented on a wide variety 
of subjects many of which had no connection with the proceeding. 
All the while he was under the close observation of a score of mental 
experts who were there to testify for the government. These men, 
who had previously examined Guiteau at the jail, were taking care- 
ful note of his demeanor, of the character of his remarks, of the 
pertinency of his objections, and particularly of his exalted egotism. 

When witnesses gave what he considered damaging testimony, 
the prisoner would make such comments as, “ That is the most ex- 
traordinary lie that ever was concocted”; “ That is a lie on the 
face of it’; “ There is no use wasting time with this witness. Give 
him a kick and let him go”; “ The government pays according to 
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the testimony. His testimony is no good”; “ You are a low, dirty 
liar ” ; “ That is enough to make anybody mad, you lying whelp”; 
“You have shown yourself to be a consummate jackass.” The 
prisoner, when admonished by the court to keep silent, replied, 
“I am here as my own counsel and you have no right to cut me 
off. I intend to be heard or I will make a noise about it.” And 
again, “I am a lawyer and know something about the law myself, 
and I propose to control my own actions here.” 

Guiteau’s manner toward the district attorney, Col. George B. 
Corkhill, was particularly vindictive. Addressing this officer he 
blurted out: ‘“ Every member of the bar knows you are a first-class 
fraud, and the American people know it too. I have been digging 
up your record, and it stinks worse than an old mackerel.” Of 
Mr. John K. Porter, one of government counsel, he commented, 
“ Your mouth wags like an old catfish.” 

The prisoner constantly found fault with his brother-in-law 
attorney, Mr. George Scoville. Addressing the latter he said: 
“You are getting badly cranked yourself on this business. I will 
show you up. You are worse than Corkhill.” Later he exclaimed 
“T protest, Mr. Scoville, against your line of examination. You 
have no more sense than a baby on this insanity business.” When 
Scoville, as counsel, objected to a question, the prisoner silenced 
him abruptly. “ Keep quiet. I want to get this out, it is very im- 
portant.” And it is noted that the court overruled the objection. 
“Your theory isn’t worth a cent,” he told Scoville, “and your 
brain is too small.” 

Guiteau made a speech at the opening of court nearly every 
morning. Also, he made introductory remarks as witnesses on 
both sides were called. These were servile and full of flattery with 
witnesses such as Senator John A. Logan, Rev. Dr. R. S. Mc- 
Arthur, pastor of Calvary Baptist Church, New York City, and 
Rev. Dr. John L. Withrow, pastor of Park Street Congregational- 
ist Church, Boston. Other witnesses he would excoriate with 
bitter language as soon as they were called to the stand. Interjected 
remarks, thrown out at random, were such as, “I will state that I 
have had the first square meal today that I have had since the 
second of July ”; “ There are a good many poodle dogs in the news- 
paper business ” ; “ One of my guards has got an 11 pound baby.” 
Toward the close of the trial Guiteau made this speech with refer- 
ence to the jury: “It is very important, if your honor please, in 
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the interests of justice, that this jury here be taken excellent care 
of. It will be a great misfortune to everybody if this thing should 
slip through. This jury is composed of bright, intelligent, honest 
men, and I want this jury taken special care of, and I suggest to 
your honor and the marshal that they be allowed to walk four or 
five miles every day before breakfast. Some of these men are not 
used to first-class food, and it interferes with their digestion. They 
are very honest and very capable men, and ought to be given exer- 
cise by riding and walking. I think it is my business to call your 
attention to the matter.” The prisoner made frequent appeals for 
funds. These were made in open court and usually were addressed 
to “the American people.’”’ One, however, was intended for the 
ears of federal office-holders: ‘‘ There are certain office-holders,”’ 
he said, “ who have been benefited by my inspiration. They now 
hold nice fat offices and they would never have gotten them if it 
had not been for my inspiration. I ask them, as men of liberality, as 
men of conscience, to respond that justice may be done in this 
case. The money can be sent by express. If these fellows are 
ashamed, they can do it on the sly without their names being 
known.” 

The record of the trial is replete with evidences of the profound 
egotism of the prisoner. Was it a diseased mind, or was it inordi- 
nate personal vanity and a lust for public attention, that led him to 
make such pronouncements as those which follow? ‘‘ Some of these 
days instead of saying ‘Guiteau the assassin,’ the nation will say 
‘ Guiteau the patriot.’” “I think a good deal of President Arthur, 
and I am the man that made him President.” “ I demand as a matter 
of right the immediate publication in the papers of the story of my 
life.” “I have given a thousand of my autographs in the last two 
weeks.” “ Everybody is beginning to sympathize with my views; it 
is the high-toned talk of the nation.” “ I address 30,000,000 people 
when I talk, and not this little court and jury.” “ My speech to the 
jury will read like an oration of Cicero. It will go thundering down 
the ages.” His claim of alliance with the Deity came out in such 
exclamations as, “ Providence and I have really saved the nation 
another war.” “I claim that I am in the employ of Jesus Christ 
and Company, the very ablest and strongest firm in the universe.” 
“ Here is a quartet, the Lord, the jury, the court and me.” 

After an ophthalmologist, Dr. Francis B. Loring, of Washing- 
ton, had testified that a critical examination of the prisoner’s eyes 
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indicated no disease of the brain, the government called 14 alienists 
as final witnesses in rebuttal. These were Drs. Allen McLane 
Hamilton, Samuel Worcester, Theodore Dimon, Selden H. Talcott, 
Henry P. Stearns, Fordyce Barker, Jamin Strong, Abram M. 
Shew, Orpheus Everts, A. E. Macdonald, Randolph Barksdale, 
John H. Callender, Walter Kempster, and John P. Gray. It was an 
imposing array of leaders in the field of mental disease, and one 
after another they answered the government’s hypothetical ques- 
tion by pronouncing the prisoner sane at the time he shot President 
Garfield. Cross examination failed to shake their opinions. De- 
fense counsel, evidently having the transitory insanity theory in 
mind, asked Dr. Macdonald the shortest time he had even known a 
person to remain insane in an asylum. The doctor responded, “ One 
day.” Then Mr. Scoville queried ‘“ The patient was taken insane 
and recovered in one day?” to which Dr. MacDonald replied, “ No, 
sir ; he died.” These medical men did not believe in transitory in- 
sanity or moral insanity. Nor did they favorably regard the idea 
of the prisoner having been dominated by an irresistible impulse 
with which he claimed to have struggled but could not overcome. 
Dr. MacDonald maintained that an impulse which had been suc- 
cessfully resisted for a time was not an irresistible impulse. 

Divesting the subject of its technical medical aspect, Dr. Callen- 
der spoke very plainly of the prisoner when he said: “ I think that 
he is consciously and purposely exaggerating his self-conceit, his 
impudence, his audacity, and his insolence.” Equally clear was the 
language of Dr. Barker: “ Boasting is not an evidence of a delu- 
sion of an insane person, because it is not the result of disease. It 
is a result of vanity and self-conceit and love of notoriety. These 
are vices and not diseases.” And the district attorney added, 
“What the defense call insanity is nothing more than devilish 
depravity.” 

The witness of outstanding importance for the prosecution was 
Dr. Gray, then superintendent of the State Hospital at Utica, N. Y., 
and editor in chief of the AMERICAN JOURNAL OF INSANITY. He 
made many visits to the jail, taking full notes of his talks with the 
prisoner. These notes, after being transcribed, he always sub- 
mitted to the prisoner for such corrections as were desired. This 
witness (who was the last one called) was on the stand four days. 
His testimony reviewed the entire case. Moreover, he brought into 
the record not only his personal observation of the prisoner but 
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the conversations that he and Guiteau had held. He believed 
Guiteau sane when he shot the President and sane at the time of 
trial. Of moral insanity he had this to say: “I do not believe in 
moral insanity. I think that it is a convenient term, which has been 
introduced into certain books, and generally applied to those per- 
sons who have committed an outrageous act of some kind, and for 
whose behavior there was no other excuse.” In this description of 
moral insanity, the witness closely allied himself with Dr. Barker 
who had said: “ Moral insanity is wickedness. It is a term which 
in medical science is not found as describing a form of insanity. 
It is a term loosely used to excuse or palliate conduct which on any 
other theory is indefensible.” A most impressive portion of 
Dr. Gray’s testimony was his repetition of the prisoner’s descrip- 
tion of his premeditation. The doctor quoted Guiteau as having 
told him, “I knew from the time I conceived the act, if I could 
establish the fact before a jury that I believed the killing was an 
inspired act, I could not be held to responsibility before the law.” 
Guiteau here interrupted to say: “That is the law. That is 
correct.” 

Justice Walter S. Cox, the trial judge, in charging the jury made 
this direct reference to Dr. Gray’s testimony: “ Perhaps the most 
remarkable of the prisoner’s statements to Dr. Gray was, that at 
the very time when he was planning the assassination, he was also 
devising a theory of insanity which should be his defense, which 
theory was to be that he believed the killing was an inspired act. 
Perhaps equally remarkable was the prisoner’s theory propounded 
in this conversation, viz., that he was not medically insane but 
legally so, i. e., irresponsible, because the act was done without 
malice.” 

Continuing the court said: ‘“ The question for you is, whether, 
on the one hand, the idea of killing the President first presented 
itself to the defendant in the shape of a command or inspiration of 
the Deity, in the manner in which insane delusions of that kind 
arise; or, on the other hand, it was a conception of his own, fol- 
lowed out by a resolution to act, and, if he thought at all about 
inspiration, it was simply a speculation or theory, or theoretical 
conclusion of his own mind, drawn from the expedience or neces- 
sity of the act, that his previously conceived ideas were inspired. 
If the latter is a correct representation of his state of mind, it would 
show nothing more than one of the same vagaries of reasoning 
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that I have already characterized as furnishing no excuse for crime. 
A man cannot escape responsibility by baptizing his own spontane- 
ous conceptions and reflections and deliberate resolves with the 
name of inspiration.” 

One hour and five minutes after the case had been given the 
jury, a verdict of guilty was rendered. In passing sentence of 
death by hanging, Justice Cox said to the prisoner: “ By a kind of 
wretched sophistry of your own, you worked yourself up to the 
commission of this offense in face of the plain protest of your own 
conscience. I think probably most men will think that with some 
possible mixture of political fanaticism, a morbid desire for self- 
exaltation was the real inspiration of the act. Your own testimony 
seems to me to sweep away some of the theories of your own 
counsel. They have maintained and thought honestly that you were 
driven against your own will by some insane, irresistible impulse 
to commit this act. But your testimony shows that you deliberately 
resolved to do it, that you willed to do it, and that your own deliber- 
ate but misguided will was the sole impulse to the commission of 
the deed. All this may seem insanity to some people, but the law 
looks upon it as a willful crime.” 

The court in general term denied a new trial, and the Supreme 
Court of the United States refused to discharge the prisoner on a 
writ of habeas corpus. The final effort in the prisoner’s behalf was 
an appeal to President Arthur for a reprieve pending an inquiry 
as to Guiteau’s mental condition. This appeal was made by Miss A. 
A. Chevaillier, of Boston, and was accompanied by petitions and 
letters from physicians including Dr. Godding, of the Govern- 
ment Hospital. Attorney General Brewster, in advising adversely 
on the plea for Executive interference, disposed of the conflicting 
opinions of medical men in these words, ‘“‘ The attempt to assert 
that the sense of all the best medical talent sustains this application, 
because it believes the defendant insane, is contradicted by Dr. God- 
ding, who, today, when heard orally by me, admitted that outside of 
those now applying for this reprieve, the preponderance of the 
medical talent of this country was the other way and believed him to 
be sane.” 

In examining this testimony of 50 years ago, the reviewer of 
today may believe it not improper to take into the consideration 
the estimate that the medical profession placed on the two chief 
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witnesses, Dr. Spitzka and Dr. Gray, in the later years of the lives 
of these men. Dr. Spitzka’s “ Treatise on Insanity ” was accepted 
as standard authority and its author proclaimed as “ one of the 
most brilliant of American psychiatrists.” Of Dr. Gray, no less a 
present day authority than Dr. William A. White, superintendent 
of the government institution now known as St. Elizabeths Hos- 
pital, at Washington, has written this eulogy: “ Dr. Gray dominated 
the entire psychiatric field in this country during the years of his 
maximum efficiency.” 

Dr. Spitzka said Guiteau was insane ; Dr. Gray said he was sane. 
After a trial which the Supreme Court of the United States char- 
acterized as “ fair and impartial” the jury accepted the opinion of 
Dr. Gray. 
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PLASMA LIPOIDS IN MENTAL DEPRESSION.* 


By DAVID SLIGHT, M.B., Cu. B., D.P.M., F.R.C.P. (C.), 
AND 


C. N. H. LONG, M.D., M.Sc., 
WITH THE TECHNICAL ASSISTANCE OF 
RUTH W. SALTER, B. Sc. 


Many studies have appeared in recent years of biochemical and 
endocrine changes found in association with the so-called manic- 
depressive psychosis. For example, it has been established that 
there is an upset in carbohydrate metabolism in this disorder. It 
would seem that little attention has been directed to fat metabo- 
lism, although in clinical psychiatry—and even in popular speech— 
the apparent relationship between fatness and the joy-sorrow emo- 
tions has always been recognized. 

One cannot help recalling the name of Weir Mitchell, who more 
than fifty years ago published a statement of his ideas on the therapy 
of nervous conditions entitled “ Fat and the Blood.” It is of interest 
to read some of the opinions expressed therein, for they hold true 
today as they did then: 


The exact relations of fatty tissue to the conditions of health are not as 
yet well understood; but, since on great exertion or prolonged mental or 
moral strain or in low fevers we lose fat rapidly, it may be taken for granted 
that each individual should possess a certain surplus of this readily lost 
material. 


As stated previously, few studies have been made on fat metabo- 
lism in this disorder in recent years, although a generation ago 
much attention was focussed on lipid phosphorus in mental dis- 
orders. In view, however, of recent developments in chemical 
methods for the estimation of these substances it is difficult to 


evaluate much of the older work and references will be confined 
to more recent times. 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 30-June 3, 1932. From the University 
Clinic, Department of Medicine, McGill University and Royal Victoria 
Hospital, Montreal, Canada. 
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The literature on this subject is sparse as Stenberg * indicates. 
We find ourselves in close agreement with him in the difficulty of 
evaluating the results of other workers, due principally to the lack 
of normal control values and also to the variations dependent on 
the different methods of analysis used. 

Pighini* found a relatively large amount of cholesterol in the 
blood in manic-depressive psychosis. Targowla, Badonnel and 
Berman * also reported increased blood cholesterol in melancholia 
with anxiety. A contrary finding of hypocholesterinemia in mel- 
ancholia was made by C. and M. Parhon.* Ornstein * found a small 
degree of hypercholesterinemia in manic-depressive psychosis. 
Another worker, Jacobi,’ also found hypercholesterinemia in this 
psychosis. Gibbs * apparently found normal values for cholesterol 
in a series of six cases. Stenberg* reported that in 14 manic- 
depressive cases there was a statistically significant increase of total 
blood cholesterol in comparison with normal individuals. In regard 
to total fatty acids he could not demonstrate any general increase 
but, when he grouped together the tests taken from patients in a 
state of “ emotional exaltation,” there was a statistically significant 
increase as compared with the normal. 

In 1931, Hill, Long and Slight,* reported in a series of 12 psy- 
chotic depressions that in the blood plasma the total fatty acids 
were increased, both in the fasting state and after a fat meal. 
Furthermore, it was suggested that this increase was due to an 
increased proportion of saturated fatty acids. No significant 
changes were found in plasma cholesterol. Later work by Long 
and Venning °* indicated that the findings should be revised in view 
of doubts as to the validity of the methods. Hence it was decided 
to repeat this work with revised methods and with a more careful 
selection of case material. 


SELECTION OF CASES. 


In the manic-depressive group, every effort was made to secure 
cases free from physical disease, particularly diabetes and liver 
disorders, which may be accompanied by an upset in fat metabolism. 
All the cases were acutely depressed and fell into the category of 
manic-depressive psychosis or of so-called involutional melancholia. 
Particulars of a few cases are given later. 

The normal individuals used were also free from physical disease ; 
these were selected from medical students who volunteered for 
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the experiment. All claimed to be free from marked emotional 
difficulties, but we are prepared to acknowledge that detailed study 
of some of the so-called normals might reveal an emotional status, 
unconscious if not conscious, comparable to what is found in the 
abnormals. We have been content for the present study to differen- 
tiate between normal and abnormal in terms of the obvious break- 
down that has occurred in the latter. 


METHODs. 


1. The High Fat Meal.—In order to study the changes in plasma 
lipoids induced by a meal consisting largely of fat, we gave all 
subjects the following breakfast after a fast of 12-16 hours. 


Protein Fat Carbohydrate 
(grams). (grams). (grams). 
GTAMS. WACOM. 0% 4 26 ‘ 
Coffee unsweetened (ad lib.).. .. 
10 70 6 


This meal was eaten with relish. Other workers studying alimen- 
tary lipemia have used single articles of diet such as olive oil or 
butter. As Bang “ has shown, such an unnatural procedure leads to 
a degree of hyperlipzemia that is not to be observed after a more 
natural meal containing an equal amount of fat. Furthermore, 
in man, the ingestion of large amounts of olive oil and butter is 
often followed by nausea or vomiting, and this naturally interferes 
with the assimilation of the fat. 

There is some evidence” to suggest that the taking of other 
foodstuffs along with fat will modify the response of the blood 
lipoids. Whether this is true or not, the meal used in this work 
was expressly designed as a test meal comparable to the one used 
in the determination of carbohydrate tolerance. 

2. Chemical Methods.—20-25 c.cs. of blood were withdrawn 
from an arm vein of the fasting subject. The high fat meal was 
then eaten and four hours later another blood sample taken. To 
each specimen potassium oxalate was added as an anti-coagulant, 
and the various determinations were made on the plasma without 
delay. 
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An alcohol-ether extract of the plasma was prepared in the usual 
manner (Bloor™”) and the following determinations were made, 
each being done in duplicate. The total plasma fatty acids were 
determined by a modified Stoddard and Drury procedure.” In our 
first report on the present subject ° we used the method of Stewart 
and White“ but recent work by Long and Venning’ has shown 
that this is not a suitable method for the determination of plasma 
fatty acids. 

Lipid phosphorus was determined by Pregl’s method after wet 
ashing of the plasma extract. 

Cholesterol was determined by the Myers-Wardell method. 

The iodine numbers were obtained either by Gibson and Howard’s 
modification of the Hanus method,” or by the Rosemund Kahnhenn 
pyridine dibromide method.” It should be clearly understood that 
the iodine numbers obtained are not those of the plasma fatty 
acids only. In the method we employed for the estimation of the 
iodine absorbed by small amounts of plasma, the sterols were not 
separated from the fatty acids. Therefore, the iodine numbers 
obtained are those of the mixture of fatty acids and cholesterol 
present in the plasma and will vary according to alterations in 
either of these constituents. 


TABLE I. 
PLasMA Liporps IN NorRMAL Group. 
: Lipid 
Fatty acids Cholesterol phosphorus 
gms. per mgs. per mgs. per 
100 cs. 100 ¢. cs. 100 cs. Iodine No. 
plasma. plasma. plasma. c. f£. method. 

Case. Ax. 42486 BC AG AGE BE 
0.282 0.322 250 246 9.6 9.5 178 148 
Repeated in 28 days{0.295 0.205 I50 179 9.4 9.6 174 174 
0.269 0.255 I95 9.3 79 179 IOI 
Repeated in 12 days {0.342 0.389 167 6.8 6.9 149 134 
0.395 0.436 207 254 10.2 9.7 181 161 
Repeated in 12 days {0.376 0.436 200 166 104 10.1 192 166 
0.349 0.363 214 184 9.1 8.0 I71 140 
0.241 0.302 I55 7.0 7.3 176 158 


Average—8 cases .. 0.322 0.348 181 187 8.5 8.3 158 150 


* Case 5 in Table I later gave a history that he had suffered from jaundice; this may 
have some bearing on the high values obtained in the case. 
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TABLE II. 
PLASMA Liporps IN MANICc-DEPRESSIVE GROUP. 
Lipid 
Fatty acids. Cholesterol. phosphorus. Iodine No. 

Case. ac B.C AG RG AG BEC AC 

0.349 0.416 244 248 8.5 9.4 173 152 
Repeated in 10 days {0.363 0.483 250... 10.0 

0.389 0.483 183 178 8.0 8.5 137 118 
0.483 0.698 231 309 9.1 116 134 
0.444 0.551 286 313 8.0 9.4 126 120 
Repeated 1/12/31.. $0.470 0.618 238 266 8.7 9.0 107 102 
Repeated 7/12/31..| 0.444 0.537 238 260 78 8.6 I10 100 


Average—5 cases .. 0.421 0.564 235 260 8.7 9.7. 140 I21 


TABLE III. 
PLASMA Lipomps IN VARIOUS CLINICAL CONDITIONS. 
Lipid 
Fatty acids. Cholesterol. phosphorus. Todine No. 
depressives. A. ACES. AG ARS. 
1. See Case 5—Table 
0.336 0.430 221 244 9.3 9.7 150 
0.269 0.403 179 78 7.55 173 145 
es 0.302 0.369 120 172 87 9.5 174 156 
Other mental states. 
1. Anxiety neurosis .. 0.366 0.537 166 1904. ... 78 141 116 
0.275 0.349 182 214 78 8.3 172 
3. Anxiety neurosis .. 0.322 0.430 190 207 78 9.6 146 127 
4. Anxiety neurosis .. 0.295 0.376 160 150 nee 8.2 175 139 
0.349 0.403 222 220 9.2 9.4 175 154 
6. Manic depressive 
RESULTS. 


The results of these experiments are given in the appended tables. 

We may best summarize the differences between the normals and 
the manic-depressives by giving average values: 

Total Fatty Acids—lIn the fasting state this value in the manic- 
depressives is 30.8 per cent higher than in the normals and, four 
hours after the fat meal, it is 62.1 per cent higher. The post- 
prandial increase in the normals is 8.1 per cent; in the manic- 
depressives 34 per cent. 
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Cholesterol.—In the fasting state the cholesterol is 29.8 per cent 
higher in the manic-depressives and, after a fat meal, 39 per cent. 
The post-prandial rise in the normals is 3.3 per cent, and in the 
manic-depressives 10.6 per cent. 

Lipid Phosphorus.—The lipid phosphorus is 2.4 per cent higher 
in the manic-depressives in the fasting state, and 16.9 per cent 
higher after the fat meal. The post-prandial value in the normals 
was 2.4 per cent less than the fasting value, whereas in the manic- 
depressives there was a post-prandial increase of 11.5 per cent. 

Iodine Numbers.—The iodine numbers are lower in the manic- 
depressives, both in the fasting and post-prandial states. 


CASES. 
Manic DepressIves. (TABLE II.) 


Case No. 1—Male. Married. Age 50 years. Depressed for a year or more. 
Tendency to ideas of a hypochondriacal nature for which he has a fair degree 
of insight. Describes a difficulty in thinking and finds himself unable to 
complete a short letter. Also distressed because of an apparent loss of 
interest and affection for his family. Impotent for the past year. 


Case No. 4.—Female. Married. 46 years. On admission acutely depressed ; 
imagines she has done no good in life; feeling she has always been bad and 
that her husband and family are suffering for her sins. Would like to commit 
suicide. 

At the time of examination, she continued depressed, feeling she is not able 
to do anything right. 


Case No. 5.—Female. Single. 33 years. Previous attack of depression 
during which she was confined in a mental hospital for six months. Present 
attack featured by insomnia, anergia and depression with loss of interest in 
surroundings. Her expression was one of acute depression, she answered in 
monosyllables and required supervision as to eating and other activities. 

Physical condition negative except for loss of weight. 

When seen on last occasion (see Case No. 1, recovered manic-depressive 
group) showed great improvement in mental state; now gaining weight and 
working. Says she is likely to gain another 30 lbs. or so judging from her 
previous experience. 


OTHER MENTAL STATES. (TABLE III.) 


Case No. 1.—Male. 26 years. Complains of pain in sacral region, palpita- 
tion, frequency, and is mentally apprehensive and slightly depressed. Physi- 
cally, he shows a bifid urethral meatus and is otherwise negative. Shows 
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nothing that can be described as psychotic and improved greatly after 
surgical treatment of the urethral condition. 


Case No. 5.—Male. Married. 40 years. Complains of depression that 
began in a mild form two years ago on the sudden death of his child. During 
the past three months disinterested in himself and others, anergic and sleep- 
less. The mental picture is apparently one of depression but further question- 
ing indicated an apparent loss of intellect. Although the physical findings 
were completely negative, examination of the blood showed a positive Wasser- 
mann and the C. S. F. findings were typical of G. P. I. 


Case No. 6.—Female. Married. 56 years. Has been depressed for two 
years, suffering from insomnia and great religious difficulties. Feels she has 
done some kind of wrong, the nature of which is unknown to her, which has 
caused great trouble all over the world. Patient has been in a mental hospital 
for two years. She has not been included in the depressive series since she 
apparently suffers from cholecystitis and it was felt that the blood findings 
might be related to this condition. 


DISCUSSION. 


Comparison with our previous work* shows that the general 
conclusions reached there are substantiated in the present study. 
With the present method for the estimation of the total fatty acids, 
the values found in this study are more true estimates, and the 
normal values obtained correspond well with those obtained by 
other workers using the method of Stoddard and Drury.” 

In regard to cholesterol, the present study shows distinct differ- 
ences between the normals and the manic-depressives, differences 
that were not manifest in our previous study. It will be noted in 
our references to the literature that very contradictory findings for 
cholesterol in this disorder have been reported. In none of the 
studies so far reported has the number of cases quoted been 
sufficiently large to allow any conclusions as to the frequency of 
high cholesterol values in mental depressions. 

In our previous study we reported that in view of the low iodine 
numbers found in the depressed cases, the higher level of total 
fatty acids must be due to a greater proportion of saturated acids 
in these cases than in the normals. Earlier in this paper we pointed 
out that, in the methods used, the iodine numbers do not refer to 
the plasma fatty acids only but to fatty acids and cholesterol. The 
iodine numbers in the present study are lower in the depressed 
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cases, which can be taken to indicate a greater proportion of satu- 
rated lipoids than in the normals. 

We did not publish findings for lipid phosphorus in our previous 
study and we do not feel that our work so far has demonstrated 
clear differences between normals and depressed cases. 

It is well established that there is an upset in carbohydrate metab- 
olism in a proportion of manic-depressives and, as we know from 
other disorders, an upset in carbohydrate metabolism is often as- 
sociated with an upset in fat metabolism. We have made examina- 
tions of the blood sugar level, before and after the test meal, and 
no significant change has been demonstrated in our series of manic- 
depressives excepting Case 6 in Table ITI. 

We may draw a general conclusion from these findings that in 
certain manic-depressive cases there is a disturbance in lipoid 
metabolism, as shown by the increased lipoid content of the blood 
plasma. 

It is clear from the number of cases reported that no conclusions 
can be drawn as to the frequency of these findings in the manic- 
depressive psychoses. In the three ‘‘ recovered ” cases in Table III 
it will be seen that in 2 and 3 the values are within the normal limits. 

One case is worthy of particular mention (Case 5, Table II) in 
which several estimations were made during the acute phase of the 
illness. This patient has now greatly improved and has been able 
to take up work again. It will be noted that now (Case 1 in the 
first part of Table III) the values have changed, although the 
cholesterol is still above the normal levels. She has gained 16 lbs. 
in weight but states from knowledge of a previous attack that she 
is likely to gain another 30 lbs. or so. It may be noted in passing 
that a high carbohydrate-low fat diet, as given in diabetes, was 
instituted in this case during the acute phase. It may have been 
coincidence but she then began to show improvement in her mental 
state, although the blood findings did not alter much. 

It will be necessary in future work to follow cases through de- 
pressed, normal and elated phases to get a true picture of the 
changes we have studied. In a former study we made observations 
of two cases in a manic phase. These cases were studied with the 
older methods and fell within the lower limits of the normal values. 
Unfortunately, we had no opportunity to make further studies. 
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Naturally the question arises as to whether similar findings may 
not occur in other forms of mental disorder. In Table III we give 
data on three cases of anxiety neuroses, one hysteric and a case of 
G. P. I. It will be noted that Case 1 of Table III (second part) 
the values of the total fatty acids approximate those of the manic- 
depressive group, whereas in the other two cases of anxiety neuroses 
the values are within normal limits, as is also true of the case of 
hysteria. It will be noted that in the case of G. P. I. the cholesterol 
shows a higher value than normal. 

It is somewhat tempting to raise the question of the possible 
relation of fat metabolism to emotion. The relation of the brain 
to metabolism has been greatly elucidated by physiological experi- 
ment in recent years, and the apparent relation between fat metabo- 
lism and the hypothalamic region has been observed by several 
workers, of whom Smith™ may be quoted as showing the most 
striking evidence. That the nervous mechanisms thrown into play 
in emotional conditions should involve alterations in the function- 
ing of the so-called centers in this region is a fairly reasonable sup- 
position which has received a good deal of consideration. 

So, for example, Fulton and his co-workers” have claimed to 
demonstrate in acute animal experiments that a change in blood 
fat occurs during emotional upset. This work, however, is subject 
to correction owing to the methods used for estimating the blood fat.’ 

In a condition such as manic-depressive psychosis one might 
tend to assume that the high level of blood fat is due to a failure 
to assimilate or otherwise dispose of the fat, 7. e., an evidence of 
loss of function. In so far, however, as nervous processes may 
play a part in the regulation of fat metabolism, we must remind 
ourselves that in mental depression there may be increased activity 
in some of the thalamic and lower centers and thus the high values 
we have obtained may be an expression of an increased activity of 
some metabolic function. 


SuM MARY. 


This study indicates that a comparison of psychotic depressions of 
the manic-depressive group with normals shows in the former: 

1. The total fatty acids of the plasma are higher in the fasting 
state ; also that after a fat meal there is a greater rise in the total 
fatty acids than in normal subjects. 
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2. The cholesterol is at a higher level, both in the fasting state 
and after a fat meal. (See discussion.) 

3. The iodine number is lower in the depressives which can be 
taken to indicate that in these cases there is a greater proportion 
of saturated plasma lipoids. 


In conclusion we have to thank Dr. C. A. Porteous and Dr. E. C., 
Menzies of Verdun Protestant Hospital for the privilege of using 
some case material under their care. 
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DISCUSSION. 


Dr. Gitpert Ricu (Chicago, Ill.)—Those of us who like to take a 
middle-of-the-road standpoint between the objective and the psychological 
points of view, are, I think, particularly gratified that studies of this type 
should be proceeding. Among the objective methods of studying mental con- 
ditions the chemical or metabolic studies seem to present considerable 
promise. 

I have had the opportunity of going over Dr. Slight’s paper and am con- 
vinced that the work has been done very carefully and that we have quite 
accurate results. There are, however, a few points that we might consider 
for a moment. 
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It is rather surprising, I think, when one goes over the literature of the 
differential chemistry of psychoses and neuroses to find the great amount 
of disagreement or else of negative results. Perhaps we are rather on the 
wrong track in dealing entirely with psychoses as such. I have already 
expressed the opinion elsewhere, that probably we can do better if we con- 
sider single types of behavior and variations in each type of behavior through 
the range of normality instead of taking one group of normals and one 
group of psychotics or diseased individuals. 

The work that Dr. Slight has done, however, is much less open to this 
type af objection than is usually the case because the depressed patient is, 
after all, differentiated from the normal by one particular characteristic, his 
depressed mood. It also has the great advantage that we do have fluctuations 
and, as Dr. Slight has been able to do in his cases, one can observe the 
patient when he is depressed and after recovery, where the essential change 
is of one sort only, namely, the patient is no longer depressed. This was 
done very nicely a great many years ago by Folin in his study of phosphorus. 

I was pleased that Dr. Slight did not try to draw any conclusions from 
the study of phosphorus. I found while working with a group of normals 
that nothing but discordant results could be had. 

There is one other point that I should like to draw some attention to. 
I think that we psychiatrists tend to feel that because chemical determinations 
are objective they necessarily are reliable. 

Dr. Slight showed me his tables and for several of the patients he has 
made determinations in some cases two weeks, and in one case four weeks 
apart. This was done with his normal controls and there was a marked 
discrepancy between the level of fatty acids at one time and the other. 
One wonders if we do not place too much dependence upon the constancy 
and reliability of chemical measurements. I am thinking now, not of the 
reliability of the chemical determinations as such, but whether the level of 
fats, carbohydrates, phosphorus or whatever it is we wish to measure in 
the blood or other body fluids is as constant as we sometimes think it is. 

It seems to me that one of the directions that work of this sort must take, 
therefore, is to determine what the psychologist calls the reliability. of these 
chemical measurements. That, as you know, is done by taking groups of 
individuals, making successive measurements and correlating the first against 
the second, and so on. I have tried it in one case, the reaction of saliva, and 
found a fairly high reliability, approximating .65 or .7o. Over a repeated 
series, taking the average, it runs considerably higher. We do not know 
how high it is for blood determinations. I have no knowledge of anyone 
trying that. We ought to have this information it seems to me, if we are 
going to lay a great deal of stress on results obtained in this way. 

With respect to the interpretations that Dr. Slight has made, I do not 
feel that I am in a position to comment. I think we should, at this stage in 
our study of the metabolism or chemistry associated with mental conditions, 
be very slow and very careful about making interpretations. It is so easy 
for one to note that here we find a mental condition and here a chemical 
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condition, and to say that one is perhaps the cause of the other. That is a 
very risky thing to do because we never know merely from the coexistence 
of two conditions which is cause and which effect, or what is probably much 
more likely, whether both are common effects of the same cause. I am very 
glad for that reason that Dr. Slight has been cautious and careful in making 
any interpretations. After all, what we need now is facts. It is papers of this 
sort that give us the facts upon the basis of which further interpretation and 
theory can come later on. 


Dr. Davin Sticut (Montreal, Quebec).—I want to thank Dr. Rich for his 
comments and criticisms, which I accept. 

Our knowledge of fat metabolism in general is limited and there is little 
to guide us as to the variations that may occur under different circum- 
stances. But this work will fall into better perspective as more studies are 
forthcoming. 
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MENSURATION IN THE PSYCHOSES.* 


By D. EWEN CAMERON, M.B., Cu. B. (Grasc.), D. P.M. (Lonpon), 
BRANDON, MANITOBA. 


In recent years we have seen growing up in psychiatry a feeling 
of necessity for more exact methods of examination. So far this 
has shown itself primarily in a vast improvement in the making of 
observations and the recording thereof. While this feeling of the 
lack of exactitude in our methods and the consequent uneasiness 
with which one views concepts based thereon have until now ex- 
pressed themselves chiefly in this extension and purification of the 
observational method, the tide seems to be setting in with increas- 
ing rapidity towards the evolution of experimental methods adapted 
to our peculiar needs, and to this end exact methods of mensuration 
are of growing importance. 

The methods now being developed to measure human activity 
and in particular the activity occurring at the level of mentation 
may, for the purposes of discussion, be grouped as indirect and 
direct. As indirect modes of measurement are to be considered the 
attempts to estimate the more highly organized activities by means 
of their repercussions on the lower, physiological, or possibly 
structural levels. These means range through such simple devices 
as judging the progress of a depression by means of the weight 
curve, through attempts to estimate the potentialities of the general 
paralytic by means of encephalographs up to those depending on 
the more complex relations between physiology and mentation such 
as, conditioned reflexes * and psychogalvanic tests.’ These indirect 
forms of measurement possess the undoubted advantage that they 
are influenced only by the more profound variations in the environ- 
ment. This is the more true the lower in the scale of activity that 
one makes one’s test. Their disadvantage naturally lies in the fact 
that pari passu with their increasing stolidity there waxes a grow- 
ing crudeness and massiveness in the results which they afford us. 


* Revision of a paper read at the eighty-seventh annual meeting of The 
American Psychiatric Association, Toronto, Ont., June 1-5, 1931. The author 
is desirous of acknowledging his indebtedness to Dr. T. A. Pincock, Super- 
intendent of the Brandon Provincial Hospital, for his permission to utilize 
the clinical resources of the hospital in the preparation of this paper. 
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Surveying briefly what we may expect from quantitative meth- 
ods there comes first for mention the establishment of experimen- 
tation, then the possibility of following out the natural course of 
disorders, and in particular the possibility of checking up more 
closely nature’s ways of solution with the hope of later intensifying 
them and co-operating with them as has been done with so much 
success in general medicine. One might hope too that around some 
of these more exact methods there might crystallize out more useful 
and productive pathological concepts as was the case when the 
growing exactitude of bacteriology permitted the isolation of tuber- 
culosis bacilli and led to the recognition of the relationships be- 
tween lupus, scrofula and phthisis until then regarded as separate 
diseases. The rewards, then, to be expected from the establish- 
ment of reliable quantitative modes of examination are great, and 
impel one to search for some safe and solid ground on which to 
build. We have seen the difficulties associated with the separate 
use of either of the two modes of measurement described, the 
limited information acorded by the indirect, and the proneness of 
the direct to be vitiated by variables. Is a synthesis not possible— 
a synthesis of means of approach which, at least at first, should 
include both the observational method and the records which the 
patient himself is able to afford us? It is to be fully recognized 
that the observational method and the experimental method are 
closely related, for in the observational method one has a chance to 
see the experiments carried out by nature and to examine the solu- 
tions which she has found most worthy of survival. It is only in that 
her experiments cannot be made at will, controlled, or freed from 
complicating factors that the observational method falls short. 
While quantitative methods are still uncertain it is desirable that 
the observational method should accompany our experimental in- 
vestigations as a more or less final court of appeal in case of 
disagreement. 

On the basis of these considerations certain investigations were 
carried out in regard to depressive reactions. The general plan was 
to apply such a synthesis of tests and observation to a series of 
patients over an extended period, to introduce phases of medica- 
tion as potential variables, and to examine the varying correlations 
between observation, testing, and the patient’s statement. 
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PROCEDURE. 


Six cases of depression were investigated over a period of 56 days. 
The cases were chosen as being representative of various aspects of 
the depressive reaction. For instance, simple retarded depression 
with mild agitation; agitated depression without persecutory no- 
tions ; depression at the menopausal period with great preoccupa- 
tion over ideas of sin, but little agitation ; late menopausal depres- 
sion with preoccupation over bodily functioning ; hypochondriacal 
recurrent depression; and a depression with shrinking from the 
environment. These cases were tested every second day through- 
out the 56 days. At the end of the first eight days they were given 
veronal * gr. 24, t.i.d. for 16 days, then a further clear period of 
eight days, then 16 days with thyroid * gr. 1, t.i.d., and finally a 
further clear period of eight days. The effects of practice on cer- 
tain of these tests were worked out by carrying them out on four 
normals throughout the whole period of the investigation. Veronal 
was chosen on account of the marked amelioration which is fre- 
quently seen in depressions following its use in small doses, es- 
pecially where there is agitation. Thyroid was used because of 
the improvement which follows its use in certain cases of depres- 
sion tentatively to be ascribed to the psychic fillip given by the in- 
creased metabolism. The facts afforded by the observational, the 
quantitative method and the patient’s own statement were inte- 
grated on the following basis: The actual observations made on 
the patient were taken as giving the picture most likely to be cor- 
rect. Where the findings afforded by the quantitative tests, or 
where the patient’s own statements did not show correlation with 
those given by the observational methods they were regarded in a 
spirit of suspended judgment. The observations were recorded on 
the behavior chart as elaborated by Kempf, the value in this chart 
lying in its creating a picture composed of numerous small obser- 
vations on many aspects of the patient’s behavior. 

The indirect methods of measurement employed were the record- 
ing of the weight, temperature, pulse and respiratory curves, and 
the blood pressure. There are occasional references in the literature 
to a low temperature in depressions. It is fairly generally agreed 
that the pulse and respiratory rates* are slow in depression save 
where agitation complicates the picture. The majority of observers 
state that the blood pressure* is raised in depressions, especially 
where there is agitation. 
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The tests directed at the level of mentation were three in num- 
ber. Firstly, the simple reaction time was taken by means of an 
elaboration of the principle underlying Obersteiner’s psychodom- 
eter whereby the striking of the tuning fork serves both to initi- 
ate the time record and as a signal to the patient to interrupt it. 
Ten readings were taken at each examination. Their average and 
their variability as shown by the standard deviation were charted. 
There is fairly general agreement that the reaction time in depres- 
sions is both prolonged and shows greater variations than the 
normals. 

The second test involved giving as many nouns beginning with a 
stated letter as possible in one minute. Letters were used which 
had an approximately equal number of words. This test has been 
used in investigations in perseveration.” Its possible correlation 
with the reaction time constituted the point of interest. The 
number of nouns was recorded. 

The last test was that used by Enke to show the varying ca- 
pacity of cyclothymes and schizothymes to carry on dissociated ac- 
tivities here referred to as splitting.’ This consisted in giving the 
patient six cards each being divided into 16 squares painted with 
the three primary colours and black. The patient counted the num- 
ber of squares of each colour as rapidly as possible and put each 
card into a receptacle. The time taken and the errors made were 
recorded. Finally, the patient’s own statements as to whether he 
was sleeping better, whether he could move about better, whether 
he could think better, and whether he felt better were recorded at 
the time of taking each test. 


RESULTS. 

It was planned from the outset to study the correlations afforded 
by each case as a separate problem, and afterwards to draw any 
conclusions which might seem justified in regard to the reaction 
as a whole. For this reason the cases were chosen as being repre- 
sentative of aspects of the depressive reaction rather than as being 
closely comparable with one another. 

The normals showed practice improvement in all the mental 
tests. This being most marked in the case of the splitting time, 
and very slight in the nouns test. 

The first depressed case was that of a shrinking depression. 
During the pre-veronal and veronal phases the behavior chart 
showed no change. The temperature, pulse and respiratory curves 
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were unaltered, and the tests at the level of mentation showed a 
practice improvement with the exception of the reaction time which 
got rather worse towards the end of the test. His statements fell 
in line with observations and testing in that throughout the veronal 
phase he declared he felt no change. Five days after commencing 
thyroid the behavior chart showed a marked slump. Three days 
earlier his temperature, pulse, respiratory and blood pressure curves 
had shown a rise which continued after the thyroid was stopped on 
the fourth day. During the four days that it was possible to carry 
out the mental tests the splitting time and errors alone showed a 
slump. 

The second case was that of a retarded depression with mild agi- 
tation. Shortly after commencing the investigation she had a mild 
slump shown on her behavior chart and also in her reaction time. 
During the veronal phase the behavior chart showed general im- 
provement, the temperature, pulse, respiratory and blood pressure 
curves showed a moderate fall. The tests at the level of mentation 
showed gradual improvement, with a slight slump on the with- 
drawal of the veronal shown by the nouns and splitting tests. Late 
in the veronal phase she reported improvement in sleeping and 
action. During the earlier thyroid phase the behavior chart showed 
improvement, but later there was a marked increase in agitation. 
Sleep and weight curves fell. The temperature rose slightly at 
first, then slumped markedly. The pulse and blood pressure curves 
rose when the agitation set in. All the mental test curves showed 
preliminary improvement and a later slump. Though her condition 
was manifestly worse the patient only reported a falling off in 
sleep. 

The third case was that of a hypochondriacal recurrent depres- 
sion. Unfortunately this patient showed an intolerance for veronal 
and the drug had to be discontinued before definite results were 
obtainable. The thyroid phase was heralded on the behavior chart by 
a short slump followed by rapid improvement. The temperature 
rose slightly at first, falling in the latter part of this stage. Other- 
wise indirect measures were negative. The mental test curves im- 
proved definitely, save the splitting time which showed merely a 
practice improvement. The patient reported improvement early. 
An improvement in mood was noted on the 12th day. 

The fourth case was that of an agitated depression without ideas 
of persecution. The behavior chart showed an improvement during 
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the veronal phase. The temperature and blood pressure curves fell 
definitely, the pulse and respiratory curves remaining practically 
unchanged. Accompanying these changes the mental tests gave 
findings that at first seemed conflicting. The reaction time slumped 
markedly, but improved again sharply on withdrawal of the drug. 
The standard deviation also slumped, but to a much lesser degree. 
The splitting time on the other hand showed a sharp improvement 
with a marked slump on cessation of the drug. The errors were 
very low and the nouns test was poorly done throughout. The in- 
terpretation given these findings is that the drug acted to reduce 
the general anxiety which, while it had permitted a fairly rapid psy- 
chomotor activity, has slowed the splitting time owing to its circum- 
scribing and inhibiting effect on mentation. The low error and 
nouns curve is probably explained by the fact that the patient was 
particularly anxious lest she should say or do the wrong thing. 
Late in the test she reported slight improvement in sleeping and 
freedom of action. During the thyroid phase the behavior chart 
showed fluctuations with a final slump. The respiratory and pulse 
curves were raised. The temperature and blood pressure fell 
slightly. All mental test curves showed practice improvement after 
the first few days with a flattening or slump later. The patient re- 
ported herself sleeping and concentrating a little better at times. 
The fifth case was that of a depression occurring in the post- 
menopausal period with preoccupation over gastro-intestinal func- 
tioning. The behavior chart during the veronal phase showed little. 
There was an increase in his worrying on withdrawal. The tem- 
perature, pulse, respiratory and blood pressure curves dropped 
fairly markedly. The mental test curves all showed a practice im- 
provement and, with the exception of the reaction time, there was 
a slight slump corresponding with the withdrawal of the drug. The 
patient reported no improvement at all. Here was apparently a 
physiological response to the drug, but with a very limited reaction 
at the higher levels. Eight days after thyroid was started the be- 
havior chart showed some improvement. The sleep and weight 
curves fell slightly. The temperature, pulse and respiratory curves 
rose from the third day, but fell in the latter part of the test. The 
blood pressure curve showed no change. All the mental test curves 
except the nouns improved by the fourth day. There was some 
tendency to slump on withdrawal. Where the behavior chart 
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showed maximum improvement the patient reported himself less 
happy and sleeping worse. 

The sixth case was that of a depression occurring at the meno- 
pause with considerable preoccupation over ideas of sin. During 
the veronal phase the behavior chart showed a slight improvement. 
The indirect measures showed very little change save some fall 
in the blood pressure. The reaction time and standard deviation 
were very varying. The former increased on the withdrawal of 
the drug. These variations were probably indications of varying 
preoccupation with her notions. She was too engrossed to permit 
of other tests or to make a clear report. During the thyroid phase 
the behavior chart showed some improvement. Temperature, pulse, 
respiratory and blood pressure curves rose slightly. The reaction 
time and standard deviation showed a slight slump in the latter 
part of this stage. Explanation of these variations is lacking. 


SUMMARY. 


In considering the findings it is to be kept in mind that the point 
of interest is not the effects of the drugs on the series of cases, but 
the study of the varying correlations in the four fields of enquiry 
as shown by the individual cases. A correlation was considered to 
exist whenever one of the other readings seemed to move con- 
currently and significantly with the behavior chart irrespective of 
the direction of the trend. 

On this basis it was found that the tests at the level of mentation 
gave the best correlations with the behavior chart, the mental tests 
being rather the more sensitive but requiring the behavior chart 
for their proper evaluation. 

The indirect tests gave less close correlation with the behavior 
chart. Their results were hard to evaluate as they were influenced 
both by the drug and by the improvement or deterioration in the 
patient’s condition. 

The patient’s own statement was the least reliable. Moreover, 
improvement was reported later than by the behavior chart, and 
in a qualitative manner, i. ¢., improvement in sleep was usually 
first reported, improvement in mood came very late and was rarely 
reported. This is an important point when one considers the extent 
to which our records rest upon the patient’s statement both in 
checking up the course in hospital and in the anamnesis. 
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The correlations between the reaction time and the test for 
perseveration were not sufficiently great to allow one to consider 
them as testing the same thing. 

On the basis of these findings I would suggest that with the aid 
of such a synthesis of methods and hierarchy of tests we are in a 
position to make more exact investigations into disorders than is 
at present possible by the various methods used alone. 


CASES. 


Case 1.—The patient is a 30-year-old married man, an immigrant farmer, 
who had a moderate schooling. Three months before admission he began to 
grow depressed and worried over his economic failure. The scare disappeared, 
but left the patient depressed and retarded. He was admitted in November, 
1930. Depression and retardation have improved but are still present. This 
case is representative of the rather shrinking, shy depressions, who do not 
tend to cling to those around them. 


CasE 2.—The patient is a 26-year-old married woman of only moderate 
schooling, but fair intelligence. She had been moderately depressed through- 
out her first pregnancy four years before admission. During the latter part 
of her third pregnancy she became depressed. She felt she had done wrong, 
could not get interested in things, and was admitted at the end of 1930. 
Present status shows the patient to be slowly recovering, but showing a 
classical picture of simple depression with quite marked slowing and some 
dependence on her surroundings. 


Case 3.—A, widow, aged 53. Fairly intelligent. Moderate education. Has 
had numerous previous manic and depressive attacks and was admitted for 
the sixth time in May 1929 in an excited stage which passed over into 
a depression while the patient was still in hospital. Is at present mildly 
depressed and apprehensive, somewhat concerned about herself. Shows no 
signs of early senility. This case belongs to a group of rather querulous, 
depending depressions. 


Case 4.—The patient is a 57-year-old woman who had little schooling, but 
is intelligent. About two years prior to admission the patient became de- 
pressed and agitated, worried a great deal about fancied physical changes. 
She was admitted to hospital in October 1928. Showed considerable fluctua- 
tion but no spontaneous improvement. Present status shows patient to be 
agitated and apprehensive. At height of apprehension suffers from marked 
abdominal discomfort. No signs of senility. 


Case 5.—The patient is a 61-year-old married man who became depressed 
about three years prior to admission following an attack of flu. Ideas of 
sinfulness and poisoning developed. His condition remained unchanged, but 
as he was unable to cope with the business depression he finally came to 
hospital in January 1931. At present the patient is mildly depressed but 
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slowly recovering. Shows moderate retardation. No thickening of arteries, 
and no evidence of senility. This case is characteristic of the type of depres- 
sions occurring in later life with unhappy preoccupation over bodily function 
but no agitation. 


Case 6.—The patient is a 42-year-old married woman, a good scholar, and 
intelligent. Was of a cheerful, outgoing friendly makeup. In 1915 probably 
had an excited phase. In 1927 became depressed, developed ideas of persecu- 
tion with notions of bodily mutilation. Felt she was defiling her surroundings. 
Condition persisted with little change. Patient now depressed and much 
preoccupied with persecutory notions. She represents a type of depression 
with considerable conflict and psychic pain, shown however more in intense 
preoccupation than in agitation. 


Reaction 


Standard 
Deviation 


“Splitting 
Time 


5 
“Splitting” 
Errors 


Nouns 


AVERAGE FINDINGS IN Four CONTROLS. 


Reaction time—recorded in 1/100 secs. 

Standard deviation—recorded in 1/100 secs. 
Splitting time—recorded in secs. 

Splitting errors—recorded as the number of errors. 
Nouns—recorded as the number of nouns. 
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CASE 2. 


Reaction time in 1/100 secs. divided by 4 plus 1o. 
Standard deviation in 1/100 secs. divided by 3. 
Splitting time in secs. divided by 4 plus 20. 

Splitting errors—number of divided by 2. 
Nouns—number of divided by 2. 
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CASE 3. 


Reaction time in 1/100 secs. multiplied by 2/3. 
Standard deviation in 1/100 secs. 
Splitting time in secs. divided by 4 plus 20. 
Splitting errors in number of errors. 
Nouns in number of nouns divided by 2. 


Note.—This patient had an idiosyncrasy to ver- 
onal, hence the hiatus. 
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CASE 4. 


Reaction time in 1/100 secs. divided by 2/3. 
Standard deviation in 1/100 secs. divided by 3. 
Splitting time in secs. divided by 6 plus 20. 
Splitting errors in number of errors divided by 2. 
Nouns in number of nouns divided by 2. 
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Case I. 


Case 


Case 3. 
Case 4. 
Case 5. 


Case 6. 


Reaction time in 1/100 secs. divided by 20 plus 10. 


Standard deviation in 1/100 secs. divided by 4. 


CHART SHOWING CORRELATIONS. 
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X—A significant correlation with the behavior chart. 
O—Lack of correlation. 
?—Doubtful correlation. 
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THE SIGNIFICANCE OF THE COMPLAINT FACTOR IN 
CHILD PSYCHIATRY .* 


By LEO KANNER, M.D., BALtimore. 


There exists a considerable number of avenues of approach to 
the psychopathology of childhood, just as adult psychiatry has 
within the recent past evolved a variety of more or less specific 
methods and techniques. The one will attack the behavior problems 
of children with a battery of concepts elaborated by the psycho- 
analytic school and attempt to interpret and treat them on the 
basis of infantile sexuality. This mode of procedure presupposes 
a certain type of preparedness on the part of the physician (or lay 
analyst) ; he has his tools all laid out, just as the surgeon has his 
instruments arranged for an operation. Regardless of the nature 
and complexity of the difficulty, the examination and treatment 
depend largely on its being translated into a prearranged set of 
notions, arrived at through retrospect, such as organ-eroticism 
(Edipus and castration complexes, interplay between the superego, 
the ego, and the libido, transference situation, and the like. An- 
other group is bound primarily to view every type of maladjust- 
ment from the pedestal of the inferiority complex. Again to 
others, the endocrinopathies, or eidetic imagery, or even the con- 
figuration of the capillaries around the nail-bed seem to serve 
as an ever-valid open sesame. A large portion of investigators 
takes up mental hygiene with the express purpose of preventing 
delinquency and full-fledged psychotic reactions in later life; 
though this is doubtless a most laudable goal, worthy of every 
means of encouragement and support, the insistence on envisioning 
the worst makes one think of the pediatrician or internist who 
would view every occurrence of “tummy-ache” or vomiting in 
a child from the angle of precluding the later development of 
gastric carcinoma. 


* The clinical work on which this presentation is based has been made 
possible by a special grant from the Josiah Macy, Jr., Foundation. Read at the 
eighty-eighth annual meeting of The American Psychiatric Association, 
June 1, 1932. 
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Independent of any such attitudes, with which the child is re- 
ceived at the very moment when it enters the office, an increasing 
number of workers has felt the need of gathering the facts and 
data involved in the individual case, before reaching any conclu- 
sions with regard to mechanisms and prognostic predictions and 
therapeutic programs. These workers feel that you must primarily 
know exactly what you want to measure, before you can proceed 
to apply any sort of meter or gage. They somehow cannot, when 
confronted with a sleepwalking child, restrict their curiosity to the 
universal fact that the patient has a male and a female parent and 
that there may exist some form or other of sexual cravings, in the 
broadest meaning of this word. They shudder, when dealing with 
a temper tantrum, at the debatable postulate that what you really 
want to do is to reduce the future population of psychopathic 
wards and penitentiaries. They prefer to start with the actual prob- 
lem with all its essential physical, constitutional, intellectual, emo- 
tional, and situational implications and complications, as it presents 
itself at the time of the first interview, with proper consideration 
of the genetic-dynamic aspects as well as of the projections into the 
future. 

In doing so, one immediately becomes aware of the important 
role which the complaint assumes as the starting point and central 
focus in the approach to, and pursuance of, any psychiatric diffi- 
culty of a child. The realization of its significance has forced 
itself upon one’s mind especially in a setting where there was an 
opportunity to gather the complaints as expressed not only by the 
parents and the patients themselves, and occasionally by school 
teachers, social workers, and members of the juvenile court, but 
also in every instance by the physician who has referred the child. 
In November, 1930, under a special grant from the Josiah 
Macy, Jr., Foundation, full time psychiatric service was established 
for the first time at a children’s clinic (the Pediatric Department 
of the Johns Hopkins Hospital and University). Its aim, as out- 
lined by Adolf Meyer, was a “ solid piece of work on the formu- 
lation of the rank and file of psychiatric problems, the mastery 
of which should be made accessible to the pediatrician to serve him 
as the psychopathological principles in dealing with children.” 

Any attempt at such a much needed formulation had to revert 
inevitably to the nature, sources, content, wording, and spirit of the 
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complaint, the great anamnestic, diagnostic, classificatory, thera- 
peutic, and educational values of which are based on the following 
considerations. 

1. It was found that any translation of the complaint into the 
examiner’s abbreviated terminology was apt to result in a net loss 
of highly important leads and insights. The finest and most de- 
tailed description of a feeding problem will be very incomplete 
if it does not include the over-solicitous mother’s repeated inter- 
polations, “‘ Doctor, for God’s sake, do tell me if I am going to 
lose my boy!”, or another parent’s untiring assertions, “ There 
is nothing good in the child. .... She is the slowest child in the 
whole world. .... She is twice as slow as the slowest child in 
the world..... I couldn’t even think of trying to train her. 
. . . . She has made a nervous wreck of me..... A person has 
got to have cast iron nerves to be around the child.” The best 
account of the type, onset, frequency, and handling of enuresis 
is wanting if it does not contain the introductory remarks made 
by an indifferent gum-chewing type of woman, “ Oh, I don’t know. 
Kidney trouble, I guess. I don’t know why the doctor wanted 
you to see him. It ain’t so bad. You see, his little sister does the 
same thing, so I let them sleep together. They'll get over it all 
right. Oh, what time is it, doctor? I ain’t got much time. I 
promised a friend of mine to meet her at the movies.” 

In every instance, the first question addressed to the informant 
was, “ What is the complaint?” Later, it was supplemented by 
the query, “ Are there any other complaints?” After this, the 
examiner took over the lead in order to obtain in a more organized 
and systematic form the facts and details not given spontaneously 
by the complainant. The answers were recorded verbatim. It may 
be argued that, under these circumstances, one is often apt to get 
a somewhat scrambled account of the difficulty, with numerous 
insertions and casual side-remarks, but it was found that just these 
insertions proved to be not less helpful and at times even more 
valuable than the plain statement that the child blinks its eyes or 
bites its fingernails or would not eat its breakfast. It is these 
side-remarks that often reflect quite eloquently the parental atti- 
tudes and expectations ; they may throw a light on prevailing super- 
stitions and popular lore, as in the instance of the colored child 
referred for psychiatric consultation because of supposed somatic 
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hallucinations, when in reality she had adopted a neighbor’s sug- 
gestions that her classroom headaches might be caused by worms 
inside the body, or in the case of a white girl whose mother asked 
for treatment of her night terrors since she had lost a powerful 
amulet given her by a witch doctor. It is these side-remarks which 
occasionally direct one’s attention to iatrogenic, or physician- 
determined, conditions. This happened in the case of a boy whose 
mother was told, while pregnant with him, that it is going to be 
“either you or the baby,” and when the child was born asphyctic, 
that he would not live long. It further occurred in the case of the 
ten-year-old boy with attacks of shortness of breath, whose family 
doctor told the parents that his asthma, diagnosed by him at the 
age of one year, was bound to recur later in life. 

An example, selected at random, may serve to illustrate the 
value of the routine practice of recording the complaint literally. 
In answer to the question, “ What is the complaint? ”, the mother 
of a seven-year old girl states: 

“She don’t sleep good. She kicks in her sleep. Her teeth is so 
bad. I had one of them pulled. She don’t want nothin’ to eat. 
All she wants is somethin’ sweet. She’s awfully nervous. She 
bites her fingernails. When she gets excited, she just gnaws and 
gnaws. She’s on the go all the time. She won't sit down two 
minutes. She don’t mind very good. I don’t like to holler at her 
and scold her because she bites her fingernails and gets so nervous. 
She wants to go to school all the time but I wouldn’t let her go until 
I find out what’s the matter with her. My little brother lives with 
me. He is four years old. The two kids fight a great deal over 
toys and candy. Her eyes is bad, too. I took her to the movies 
one day and she said her eyes was bad. Everything went dark. 
She kept rubbin’ them. That’s the only time she complained. She’s 
always eatin’ between meals. She loves cake and candy. I’d rather 
give it to her than hear her bawl. She loves all kinds of stuff. She 
likes greens and cabbage and everything. She won’t go to bed 
unless I go with her. She’s scared to go in a dark room by herself. 
She’s been that way ever since she has had scarlet fever. She’s 
afraid of doctors. She’s afraid they are going to stick needles 
in her. She kicks her legs up and screams. She would tear up the 
house if she don’t get what she wants. I give her anything she 
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wants. If I haven’t got it I borrow it. She’s always whining or 
cryin’ about something. When she meets strangers she bites her 
fingernails and gets so nervous. She fights and hits animals. She 
killed a little tame rabbit she had. My sister is going to have a 
baby. She asked about it. We told her that a stork is going to 
bring it. Now she wants to see the stork when it comes.” 

This report needs, of course, further elucidation. But the wealth 
of information which it affords within the span of a few minutes, 
the vivid picture of what goes on at home, the impression it con- 
veys of the mother’s own personality, furnishes significant leads, 
places us right in the midst of the total situation, and saves a great 
deal of the social worker’s time. 

Whenever possible, both the father and mother are interviewed. 
This may throw additional light on the factors involved in the com- 
plaint. It is not insignificant to observe how two temperamental 
parents, disagreeing about the father’s exact age, work up a spirited 
battle in front of the interviewer, in which mutual accusations 
bring out features that had previously been shrewdly concealed by 
the couple. A great deal was learned from the man who, much 
to his wife’s displeasure, described her methods of spoiling the 
child, whereupon she retaliated by interrupting his denial cf alco- 
holic habits with the remark, “ You better go ahead and tell the 
doctor how drunk you were last Sunday and what you did to me and 
the children!” We are led into the midst of the home atmosphere 
by the father who would snatch from his wife the answer to any 
question put to her with the somewhat impatient introduction, 
“Now, doctor, if I may speak for my wife..... ” We cannot 
afford to omit in the record a father’s plea to have the child psycho- 
analyzed and the mother’s correction that what is really needed 
is a determination of her offspring’s inferiority complex. 

The child’s own contribution to the complaint is, of course, 
also solicited, always in the absence of the parents. Again, a wealth 
of telling material is thus added to the entire picture. There is the 
boy who, after his confidence had been gained, explains his initial 
lack of cooperation by telling us how indignant he was when he 
found that he was taken to the hospital instead of to his aunt’s, 
as the mother had told him; the very fact that the mother had 
thought it necessary to deceive him made him fear an operation or at 
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least admission to the wards. There is the stable, intelligent boy 
who good-naturedly excuses his mother’s alarm over his being a 
“ feeding problem ” when all he did was to leave the carrots in his 
soup ; the parents, devouring the terrorism of some of the popular 
literature, rushed for psychiatric help. There is the lad whose 
vivid account of a scene at home speaks for itself: “ My father 
don’t hit me hard because I run away. Then we run around the 
dining room table. He says, Wait till you come here to eat, but 
when I come in, my mother won’t let him hit me. Next day he for- 
gets about it.” A mother comes with all signs of consternation 
because the child’s many complaints make her think of them as 
symptoms of some very severe malady; she mistrusts the family 
physician who does not take them seriously. This is what the 
child has to say about himself : 

“ Sometimes I have a pain in my right knee, and today, in the 
street car, I was putting my hand on the bench and it shakes all 
over. And then I have got a pain in my feet, right in the arch. 
And then I have pains in my head (points first to the left, then to 
the right temple). In school, this morning, it looked like the ex- 
amples on the board came right in front of my eyes. Sometimes 
in my stomach I have pain right around here. When I walk about 
three or four blocks, I have the pain, and I have to stop. Then I 
have pains in my elbow right here when I shoot marbles. My eyes, 
right under here, hurts, only when I go to bed and lie down. When 
I lie down, it will be there for an hour. Then I have pains under 
here (axilla) when I write in school. I get a pain where this bone 
is behind my ear. I get it sometimes when I bend over my head. 
Pains in my wrist right there; as soon as I fix something it will 
hurt. Right under my knee in my left leg—pain like needles, go 
through here and come up here—that’s the way it feels like. That’s 
about all. Sometimes I can eat a lot, sometimes I can eat nothing. 
Sometimes after I have eaten I am so hungry as if I hadn’t eaten 
anything for a week.” And then comes a very remarkable spon- 
taneous addition: “ My father has all the pains that I have. It is 
God’s will. God wants us to suffer in this life so we'll be happy in 
the next.” 


Such examples could be quoted ad libitum. In fact, every case 
examined furnishes an adequate illustration of the orienting value 
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of the complaint and its formulation by the family, the child, and 
any other sources of information. 

2. In our particular setting of close contact with the staff of a 
large pediatric clinic, the complaint has proved to be of considerable 
educational and self-educational significance as well. Every patient 
is first seen in the ward or dispensary and, if any psychiatric prob- 
lem arises, sent to us for consultation. In each instance, a clear 
statement of why the child is referred is expected of the pediatrician. 
At the beginning of our collaboration, most of these statements were 
vague and hasty and often a mere play with terms, such as neuro- 
pathic, or neurotic, or constitutionally inferior, or mentally re- 
tarded child, with the underlying idea that such a “ diagnosis ” 
more or less cleared the referring physician of any further interest 
in the issue. As a result of continued working together and on the 
basis of growing experience, the assistants, internes, and students 
have learned to concern themselves with the actual concrete facts 
of the difficulty in question and to incorporate them in their re- 
quests for consultation. Thus, the so-called refer slips came to 
serve as a helpful and telling measure of the result of our teach- 
ing endeavors as well as of the pediatricians’ degree of insight into 
psychiatric problems. At present, practically all of these notes 
contain a clear account of the difficulty, with a serious and often 
successful effort to size up the situation, without hiding behind a 
doubtful and ill-understood terminology. 

3. One of the principal advantages of the complaint is that 
it lends itself for a systematic grouping of the many items and 
difficulties dealt with in child psychiatry. On perusing so excellent 
a presentation as Homburger’s “ Psychopathologie des Kindes- 
alters,” one is struck by the lack of any organization of the ma- 
terial; chapters on night terrors, enuresis, suicide, and the status 
of the neglected child succeed each other in a rather disconnected 
fashion. Ziehen’s division into psychoses with and without intel- 
lectual defect does not take the rank and file of behavior problems 
into consideration. Yet, in dealing with the pediatricians, we were 
confronted almost daily with the justified demand for an outline 
of those topics to which the psychiatrist may be expected to con- 
tribute his share. 

It must, however, be emphasized that the following grouping 
does not in any way pretend to be the equivalent of diagnostic classi- 
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fication or a nosological scheme. This is exactly what we wish to 
avoid. It is rather intended to serve as an objective, plastic, and 
nosologically unbiased table of contents of the psychopathology of 
childhood, based on the variety of complaints and of well-recog- 
nized reaction patterns: 


A. Personality difficulties forming essential features or sequels of physi- 
cal illness. 


1. Anergastic reaction forms. 2. Dysergastic reaction forms. 
Porencephaly. Delirium. 
Microcephalus. Hallucinosis. 
Hydrocephalus. Stupor. 
Amaurotic family idiocy. Coma. 
Tuberous sclerosis. 3. Sydenham’s chorea. 
Mongolism. 4. The endocrinopathies. 
Brain tumor. The thyroid gland. 
Brain abscess. The parathyroid glands. 
Meningitis. The pituitary gland. 
Encephalitis. The pineal gland. 
Epidemic encephalitis. The suprarenal glands. 
Head injuries. The sex glands. 


Juvenile paresis. 


B. Personality difficulties expressing themselves in the form of involuntary 
part-dysfunctions. 


1. The central nervous system. 4. The respiratory system (psycho- 
Headache. genic cough, hiccoughing, 
Migraine. respiratory crises). 

2. The digestive system. 5. The urinary system (enuresis). 
Psychogenic disorder of saliva- 6. The muscular system. 

tion. Hysterical paralyses and con- 
Globus hystericus. tractures. 
Aérophagia. Tics. 
Rumination. Nodding spasms. 
Psychogenic vomiting. 7. The special senses. 
Localized “neuropathic” dis- Quantitative changes of percep- 
orders of the digestive tract. tion. 
Constipation and diarrhea. Misinterpretation of actual per- 
Encopresis. ception. 

3. The circulatory system (pallor, Perception of non-existent ob- 

blushing, palpitation, blood jects. 


pressure changes ). 
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C. Personality difficulties expressing themselves clearly as whole-functions 


of the individual. 


1. Intellectual inadequacy. 
2. Emotional disorders. 
Jealousy reactions. 
Temper tantrums. 
Fear reactions. 
3. Thinking difficulties. 
Daydreaming. 
Lack of attention; lack of con- 
centration. 
4. The disorders of speech. 
Mutism. 
Late acquisition of speech. 
Faulty articulation. 
Disorders of phonation. 
Stuttering. 
Word-blindness. 
Word-deafness. 
Motor aphasia. 
Habitual manipulations of the 
body. 
Thumbsucking. 
Nailbiting. 
Other manipulations. 
Faulty feeding habits. 
Faulty table manners. 
Ravenous appetite. 
Perverted appetite (pica). 
Lack of appetite. 
Gagging and vomiting. 
. Sleep disturbances. 
Insufficient and restless sleep. 
Nightmares and night ter- 
rors, 
Sleepwalking. 
Excessive sleepiness and drow- 
siness. 


un 


Inversion of the natural order 
of sleeping and waking. 
8. Antisocial trends. 
Disrespect of authority. 
Lying. 
Stealing. 
Destructiveness and cruelty. 
Truancy from school. 
Vagabondage. 
9. Sexual difficulties. 
Masturbation. 
Heterosexual interests and ac- 
tivities. 
Homosexual activities. 
Fetishism. 
Sodomy. 
The child as an object of sex- 
ual practices. 
10. The attack disorders. 
Convulsions. 
Epilepsy. 
Pyknolepsy. 
Breathholding spells. 
Fainting spells. 
11. The minor psychoses. 
Obsessive-ruminative tension 
states. 
Hypochondriasis. 
Hysteria. 
12. The major psychoses. 
Parergastic reaction forms 
(schizophrenia). 
Thymergastic reaction forms 
(manic-depressive psycho- 
ses). 
13. Children’s suicides. 


The main advantages of this grouping, or table of contents, lie 
in the fact that it includes every form of children’s personality 
difficulties, that it does not depend on any artificial and more or less 
arbitrary distinctions between neurotic and neuropathic and psycho- 
pathic and neurasthenic and psychasthenic, and what-not, and that 
its freedom from nosological restrictions makes it possible to take 
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unbiased cognizance of the frequent occurrence of any variety of 
combinations of complaints. 

4. This attitude leads logically to a revision of the usual concept 
of psychopediatric diagnostication. Instead of subscribing to any 
fixed set of diagnostic vocabulary, we come to view “ diagnosis ” 
as a reformulation of the complaint, as offered by the various in- 
formants, on the basis of the available data obtained through ade- 
quate history taking and thorough examination. Diagnosis thus 
resumes its original meaning of knowing something sufficiently well 
to discern it from other sets of facts; it becomes a clear statement 
of the problem as it presents itself in the individual case to an 
experienced investigator who is at the same time familiar with the 
manifoldness of other similar and dissimilar reaction patterns. 

5. Finally, the complaint factor often serves as a valuable indi- 
cator of our therapeutic success or lack of success. The clearing 
up, or persistence, of the difficulties complained of may frequently, 
though not always, be used as a measure of the reasonableness 
and adequacy of the handling of the personality maladjustment 
under consideration. 

We may briefly mention an additional feature which occasionally 
comes out in the sizing up of a problem. A mother brings her 
boy because of his stuttering; in the course of the interview one 
learns that the child has always had enuresis. To the parent, the 
speech difficulty was sufficiently alarming to assume the form of 
a complaint; the bedwetting, however, which the patient shares 
with two siblings and which had also been present in the father, 
has come to be viewed as a sort of family tradition, and it did not 
occur to the informant to even think of it as a complaint, in spite 
of the repeated question, “‘ Are there any other complaints?” It 
was therefore not brought out spontaneously and only entered into 
the picture when the subsequent systematic examination broached 
the subject of urinary habits. A little girl has an acute cardiac 
illness; the prescription of complete rest causes the mother to 
wonder if this could be carried out satisfactorily, considering the 
temper tantrums which the child has had for years; it is the first 
time that these outbursts of anger assume the proportions of a com- 
plaint in the eyes of the family. Another child is presented as day- 
dreaming and preoccupied and not progressing in school; reluc- 
tantly and in a round-about manner, masturbation is reported by 
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the mother after the father has encouraged her with the words, 
“You better tell the doctor about that other thing.” In brief, a 
complaint may be leading or incidental. The very fact that this is 
so, is sometimes of great significance in the evaluation of the whole 
setting, as may be easily deduced from the examples quoted,— 
the alarm over stuttering with complete indifference about the 
enuresis; the arousal of concern over temper tantrums which 
threaten to interfere with the prescribed rest treatment; the open 
discussion of daydreaming and lack of concentration combined 
with initial concealment of the sex problem. 

In closing, it seems appropriate to make reference to Adolf 
Meyer’s * fundamental paper, in which the importance of the com- 
plaint factor for teaching purposes and for the practical handling 
of cases is brought out very convincingly, and which has inspired 
the subject and contents of this presentation. 


DISCUSSION. 


Dr. Witson K. Dyer (Chillicothe, Ohio) —Dr. Kanner makes a little 
different approach regarding the complaint factor in the diagnosis of the treat- 
ment of psychiatric children. He emphasizes clearly the value of the verbatim 
case history and its special importance in our investigations with children. 
The analysis of all complaints from the relatives of children seem to be neces- 
sary in order to arrive at the proper diagnosis and treatment. 

The classification suggested by Dr. Kanner seems to be open to a good deal 
of discussion in view of the fact that it depends a lot on inferences and the 
statements of relatives and friends who must be analyzed themselves. 


Dr. Georce S. Stevenson (New York City).—Dr. Kanner’s presentation 
recognizes the sociological concept of the individual which we are too prone to 
neglect. We are often apt to think of the physician or even of the parent as 
one who can stand on the outside of the patient’s situation and move the ele- 
ments about as one would in a checker game. In actuality, both physician and 
parent are elements in the picture and are a part of the personal influences upon 
the patient and a part of the world that the patient is influencing. To under- 
stand the patient in this broader sense requires an examination not only of his 
physical being, but an understanding of the things influencing and influenced 
by him. From such a standpoint, a classification of problems need not be 
entirely in terms of the child, if at all. Hyper-, hypo- and dys-function of the 
parent represents a diagnosis of the child in broader perspective than that with 
which he is usually seen. 


* Meyer, Adolf. The “ Complaint” as the Center of Genetic-Dynamic and 
Nosological Teaching in Psychiatry. New England Journal of Medicine. 
1928, 199, 360-370. 
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Dr. Kanner’s work is important because in approaching the patient in this 
way he is touching the nucleus of the art of medicine, he is showing that this 
art is not merely a trick strengthening some other therapeutic procedure, but 
that it is in itself essentially a therapeutic relationship between physician and 
patient and has a legitimate place in treatment. 

The significance of this personal relationship is tending to permeate all of 
medicine and its lack is reflected in unrest in medical education at the present 
time. 


Dr. Leo Kanner (Baltimore, Md.).—I fully agree with Dr. Dyer’s criti- 
cism of the offered classification, if it were one. What I tried to offer was, as 
I emphasized in the paper, not a classification but a “ table of contents.” Such 
a table of contents has been necessary in my dealing with the pediatricians, who 
select in their ward and dispensary work the patients who seem to be in need 
of psychiatric assistance. The question was often put to me: What are the 
types of cases that are of psychiatric interest? Or, if you were to write a text- 
book of child psychiatry, how would you organize your material or, in other 
words, could you work out a table of contents that would give us at a glance a 
systematic arrangement of the topics with which child psychiatry concerns 
itself? 

I am certainly very grateful to Dr. Stevenson for his emphasis on the im- 
portance of the type of work which I have been doing. Of course, I have 
very briefly and, because of the brevity, inadequately dealt with only one aspect 
of the approach to the management of children’s behavior disorders. The com- 
plaint is only one of several significant factors in the sizing up of the problem. 
It must necessarily be followed by the examination and formulation of a 
number of items which are of equally great importance. One must consider the 
age factor and the degree of socialization (elementary, domestic, communal 
socialization), the intellectual, emotional, constitutional, and situational fac- 
tors, and the physical condition, in the light of the child’s life-history and the 
setting in which the patient has developed. 


THE IMPORTANCE OF EARLY DIAGNOSIS IN 
CEREBRAL SYPHILIS.* 


By F. H. C. BAUGH, M.D., 


Cerebral syphilis has been covered so thoroughly from so many 
angles that it seems proper to offer an explanation for writing 
anything about it. Yet there is room for further discussion of cer- 
tain features, and I offer briefly three points for your consideration. 

First: The influence that men in important positions and suffer- 
ing from cerebral syphilis may have had on the affairs of their own 
country and perhaps on the affairs of the world. 

Second: The misery and the dangers of loss of life and property, 
that we face to-day, as a result of men suffering from cerebral 
syphilis holding positions of responsibility and trust. 

Third: In the Province of Quebec, Canada, we have a popula- 
tion composed largely of French Canadians of the Roman Catholic 
faith. Since 1920 the Catholic Church has co-operated with the 
medical profession to fight venereal disease in a way, I believe, 
never before known. It seems to offer a ray of hope for the 
future. 

To return to point one; it is generally accepted that an epidemic 
of syphilis swept over Europe, following the voyages of Chris- 
topher Columbus. If this is true, it is possible that anyone who 
lived in the time of Henry VIII, 1491-1547, had a fair chance of 
contracting it. Haggard* says that Henry VIII undoubtedly had 
syphilis. MacLaurin * thinks that Henry VIII not only had syphilis, 
but that he had cerebral syphilis, and gives the following reasons: 

(1) That about early middle life there occurred a marked 
physical, mental and moral degeneration in a man who hitherto 
had been fairly clever and athletic. 

(2) From two of his wives there were an extraordinary num- 
ber of premature births and dead children. 

(3) At least three of his children had very poor health ; namely, 
Mary Tudor, Edward VI, and an illegitimate son, The Duke of 
Richmond. 

(4) He suffered from what would appear to have been a syph- 
ilitic periostitis, and he died at the early age of 55 in coma. 


* Read at the eighty-eighth annual meeting of The American Psychiatric 
Association, June I, 1932. 
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Had the Pope seen fit to grant Henry a divorce from his first 
wife, it is possible that the Church of England would not have 
come into existence. Had his diseased mind not driven him to give 
up his first wife and seek the beautiful Ann Boleyn, there would in 
all probability never have been a Queen Elizabeth. Many of the best 
of the English nobles lost their heads as a result of this ruthless 
monarch’s caprices. 

MacLaurin* suggests that possibly Ivan the Terrible suffered 
from cerebral syphilis, and offers the following reasons: 

(1) A mental, moral and physical degeneration about middle life. 

(2) On one occasion about this time Ivan collected 2000 girls 
on the pretext of picking out a wife. Instead of immediately mak- 
ing a selection, and allowing the rest to go free, he kept them in 
captivity for over a year, and subjected them to the most brutal 
treatment. 

(3) Ivan died from what may have been syphilitic disease of 
the aorta. 

While there is a good deal of conjecture in the above, it is an 
historical fact,“ that at the age of 54, and while his seventh wife 
was still alive, Ivan sent a special messenger to Queen Elizabeth of 
England and asked her to send him a wife, Elizabeth selected Lady 
Mary Hastings. Her father, the Earl of Huntingdon, and a host 
of powerful friends, protested so vigorously that Elizabeth 
abandoned the project. 

Dr. Caplescu Poenaru,’ lecturer in the University of Bucharest, 
in an address at The Bucharest Ateneul Roman on the diseases of 
illustrious persons, said that syphilis and alcoholism predominate 
among the acquired and inherited diseases of notable persons. 

It seems to be generally agreed that “ Peter the Great” of 
Russia contracted syphilis in Holland and infected his wife upon 
his return home. It is rather difficult to determine whether or 
not he developed cerebral syphilis. He died at the age of 53. It 
is also possible that Catherine the Second of Russia was affected 
in this way. After she set aside her husband, Peter the Third, she 
is said to have lived a life of frightful moral debauchery. Her son, 
Paul Petrovici, was degenerate and epileptic. 

Arthur Schopenhauer is said to have contracted syphilis while 
a young man at college. The huge doses of mercury that he was 
obliged to take caused him great discomfort. Despite all this mer- 
curial treatment he gave evidence of cerebral syphilis. 
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Guy de Maupassant* had a neurotic heredity, and during the 
last four years of his life developed all the symptoms of general 
paralysis. He attempted suicide on one occasion, and died under 
painful circumstances two years later. Voivenel and Lagriffe‘ 
have discussed the effects of his disease on his genius. 

Heller * tells that 11 per cent of syphilitic Jewish intellectuals over 
the age of 4o had paresis, and 3.6 per cent of prominent syphilitic 
actors over the age of 57 had paresis. 

Second Point.——Those who are daily engaged in the care of 
mental conditions arising out of syphilis must often be impressed 
with the fact that failure of an early diagnosis, as well as costing 
the life of the sick man, too often leads to catastrophe. Sometimes 
it may mean loss of other lives or finances. It almost always leads to 
immeasurable agony and suffering on the part of innocent victims. 
This seems needlessly cruel when it is recalled that we are nowa- 
days equipped to diagnose and treat syphilis quite as well, if not 
better than most of our other ills. 

In each of these cases mentioned below the individual gave evi- 
dence of abnormal behavior which should have attracted attention. 


Case 1.—A man 40 years of age led his landlady’s little boy into a lonely 
spot in the outskirts of the city, subjected him to a sexual assault, then mur- 
dered him by cutting his throat, covered him up with grass and left him. He 
was arrested and brought to trial. Examination revealed strongly positive 
blood and spinal fluid. It was shown that for some time a very small quantity 
of liquor of any kind seemed to affect him very profoundly. It was further 
shown that just previously to his crime he had been drinking a little wine. He 
was subsequently executed. It seems quite certain that those suffering from 
cerebral syphilis do not tolerate alcohol. Even small quantities are apt to lead 
a sick man into anything from auto accidents to the most grotesque and 
brutal conduct as cited above. When a steady-going middle aged man starts 
suddenly to drink too much, or when a moderate drinker loses his tolerance, 
the physician should consider the possibilities of a syphilitic involvement of 
the nervous system. 


Case 2.—A man 52 years of age, who had for 25 years been a successful 
financier, was married, had a bright intellectual family, and was regarded in 
the community as the soul of honesty and integrity. He promoted what was 
regarded as a very select financial proposition. Investors vied with each other 
to have the privilege of investing funds in this enterprise. A few months later 
close friends remarked that he was using language that he had never used 
before. They were startled to learn that he was drinking, and they were 
shocked to hear of sordid and smutty stories he told. It was noted, too, that he 
tried to avoid his friends, and was on one or two occasions seen going about 
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the streets with women of low repute. Two or three of the investors con- 
sulted a physician about this man’s behavior. They were told that this be- 
havior rather suggested a mental disturbance, possibly of syphilitic origin, 
and that the man’s family physician should examine him thoroughly if at all 
possible. They brought the matter to some of the other investors’ attention, 
and asa result were almost run out of town for daring to suggest such a thing. 
Within three months the company’s finances were almost completely dissi- 
pated. The patient was arrested for indecent behavior in public, and a little 
later died of paresis. 


Case 3.—A man 50 years of age, a locomotive engineer, fell off the driver’s 
seat in a convulsion, rolled against the fire box and received bad burns. He 
was taken to the general hospital, where he became excited, talkative and 
unmanageable. This necessitated his removal to a mental hospital. Blood 
and cerebro-spinal fluid showed strongly positive, and he died within six 
months. Investigations revealed that for some three or four months the pa- 
tient’s immediate friends had thought him rather strange. He was elated, 
happy and grandiose, buying things he did not need, talking in a big way 
about building a grand house, and making foolish deals. He continually 
carried on with his job until this near catastrophe occurred. 

Everyone will agree that the management of a modern locomotive 
requires an engineer to be in possession of all his faculties. Emer- 
gencies will occur and sometimes judgments and the appropriate 
resultant actions have to be made in split seconds. Nor is this 
danger completely obviated by having two engineers, since only the 
man at the controls can act. How then will it be if our engineer 
with a diseased nervous system is confronted with a problem re- 
quiring instant action? A slowing up of his reaction time, the 
sudden onset of acute confusion or a convulsion happening at the 
proper time can easily plunge a train to disaster. In addition we 
have to consider the sudden onset of delusions of grandeur, and 
impairment of judgment as regards safe speed and obedience to 
orders. Who can say but that some of the many unexplained 
tragedies of railroading may have been caused in this way. 

In the operation of a railroad system there are many individuals 
who carry lives in their hands. For instance, the despatchers, tele- 
graph operators, signal men, and many others. 

When we consider the lives that are at stake on the fast modern 
passenger train, the property, the life and accident insurance of 
passengers, all of this becomes a matter of no small importance. 
And yet, so far as I can learn, few, if any, railway, aviation or 
other large corporations require the routine blood Wassermann 
test, either at entry to the service or in their subsequent periodic 
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examinations, unless there are some suggestive symptoms revealed. 
It seems to me that a certain number of cases would be detected by 
adequate specific tests, especially in the periodic examinations of 
the man 35 years or over. Those of us who for years have been 
doing routine Wassermann tests on new patients in general and 
mental hospitals, must, if we are honest, admit that we have been 
caught more than once. If men about mental hospitals, experienced 
and fairly acutely on the lookout for such conditions, occasionally 
miss them, it is probable that even the men with good general 
knowledge examining for corporations are quite as much or more 
likely to miss them. The Wassermann test, while perhaps of no 
great value when negative, is of considerable value when positive. 
In addition, it would bring the medical men in contact with the 
employees and give them a chance to do some educational work 
which is of the utmost importance. In groups of this sort where 
there are numbers of inexperienced young men drawing good pay, 
living well and having time to kill in towns other than where they 
make their home. I believe that thorough instruction in the nature 
of venereal diseases and medical prophylaxis would bring excellent 
results. I think that following a disaster those probably responsible 
for it, if alive should be subjected to a searching medical examina- 
tion for cerebral syphilis. If they are killed in the accident, the 
state should demand a thorough post mortem examination. It seems 
to me that every individual responsible for lives and property, owes 
it to himself and to society to see to it that he is free from this dis- 
ease, and that the state owes it to each individual that it will by 
every available means protect him from this peril. 

Third Point.—In the year 1917 the honorable Athanase David, 
Provincial Secretary of Quebec, for the first time, I believe, in the 
history of the legislature made public mention of venereal disease. 
In 1920 at a public health meeting in Hull, Quebec, before a large 
audience of clergy, physicians, nuns, nurses and citizens, he spoke 
frankly and openly about the venereal disease scourge, and pleaded 
for the support and co-operation of the church and profession in 
enlightening the people. He pleaded with the people to avail them- 
selves of the opportunity of receiving enlightenment and instruc- 
tion, he pleaded for a common sense attitude towards these diseases. 
Those sick with the disease must be treated as sick people, and not 
as outcasts. He pointed out that only by the co-operation of every- 
one in bringing a thorough knowledge of these diseases to the men, 
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women, and young people of the proper age, could it be hoped to 
reduce the venereal disease peril. Anyone who knows Quebec 
knows that it took a courageous man to get up at that meeting and 
do what he did. 

The response of the Roman Catholic Church was prompt and 
magnificent. The clergy sought a thorough understanding of the 
problems. Meetings were arranged. They were presided over by 
priests, bishops, and even archbishops. Competent medical men 
lectured, films were shown and literature was distributed. Organi- 
zation of centres for free treatment was developed during the fol- 
lowing years so that by 1931 there were eighty centres of treat- 
ment, and approximately 175 trained physicians * administering 
treatment. Penitents confessing sexual irregularities had their 
attention drawn to the physical dangers to which they had exposed, 
not only themselves but perhaps their wives, their husbands and 
their children. The penitent was then urged to see a competent 
physician. It was pointed out to him that at the excellent govern- 
ment treatment centres he could, if necessary, get treatment free. 
These centres are not simply places to get treatment as is too often 
the case. Every effort is made by them to educate the individual. 
Thus, instead of going without treatment or going to quacks or 
indifferent physicians, they are directed to skilled physicians, cap- 
able of giving not only scientific treatment but sound advice, and 
follow-up supervision. I believe that nowhere else in the world has 
the Catholic Church, or any other church, co-operated so whole- 
heartedly with the medical profession for the enlightenment of the 
people in this particular problem. It is felt that the work of the 
church has done and is doing abiding good. It has made for a 
more frank and intelligent understanding between mother and 
daughter, between father and son, and between the young people of 
the community. In Quebec in 1930, 48,030 women and children 
were treated for venereal disease. In 1931, 62,000 men, women 
and children received treatment. It was clearly demonstrated that 
the increase in numbers was not due to more people being infected, 
because many admitted freely that their trouble had been of a 
year or more in duration, therefore the increased numbers are a 
direct result of the people being educated. It is most gratifying to 
note the increased interest in saving the children. In 1930, 2459 
children were brought for treatment of venereal disease,” while in 
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1931, 6170 were brought forward for treatment. Dr. A. H. Des- 
loges, director of the division of venereal diseases in the Province 
of Quebec, and the medical profession generally have done splendid 
work. The French Press has been very helpful. In 1931, 7540 
men™ and women came forward voluntarily, and asked for a 
thorough examination, some who in the past had had venereal dis- 
ease, wanted to know if they were free from it, and all wanted to 
be sure that they were fit and proper persons to bring healthy 
children into the world. 

Conclusions.—The splendid work done in Quebec should be a 
stimulus to all and should help us to face the future with more 
vigor and determination. Results obtained there show us that when 
earnest and sincere workers present the unvarnished truth to the 
people fearlessly, the people will respect them, believe them, and 
co-operate. Therefore in the Province of Quebec, the man behind 
the plough, and the man in the work shop are more likely to be 
conversant with the problem than most people in higher stations 
elsewhere. The best technical physicians and the best laboratories 
in the world are little good if the people are not educated to ap- 
preciate the great service which these can render. They are like- 
wise nearly useless if they only treat the patient and fail to educate 
him at the same time. 

Since the proper enlightenment of the people must come from 
the medical profession, it would seem fair to ask medical colleges 
to give more thorough training in venereal diseases. In addition to 
more thorough clinical study the medical student of tomorrow 
must have a keener appreciation of the social and economic features 
of the problem. 

In view of the fact that school teachers can assist very materially, 
because they are in constant touch with the child from six years 
onward, collegiates, colleges, normal schools could very easily give 
a useful course and create in the teachers an interest and under- 
standing which would help them to co-operate with the medical 
health officer. 


The medical health officers will have to be skilled, not only as 
regards these diseases under consideration, but skilled in the 
matter of organization and capable of working in close co-operation 
with the neighboring physicians, nurses, social service workers, 
school teachers, clergymen, women’s men’s, and parent and teacher 
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organizations, boy scouts, and other boys’ organizations. My ex- 
perience may be rather unique, but I have yet to meet the boy 
scout or ex-boy scout suffering from venereal disease. 

I have questioned large numbers of boys as to where they got 
what information they have on sex matters and sex hygiene, es- 
pecially the first information that they could remember. Results of 
these investigations force me to the conclusion that very few 
parents in any station of life are either willing or capable of in- 
structing their children as regards this serious problem. The re- 
sult is that the young people either get no information, or else they 
pick it up in the gutter. I believe that in a well-organized com- 
munity there could be very easily established instruction clinics 
where both children and parents could be taught these things. 

The promotion of healthy athletic activities in all communities 
would pay as a mental health investment. There is no better means 
of bringing about the sublimation of youthful and even adult 
energies. 

The press and the radio, if judiciously used, could render great 
service. 

Eventually, I think, that instruction in chemical prophylaxis must 
be considered, especially in certain selected groups, soldiers, sailors, 
and railroaders. It should be possible in the case of these groups 
to work out a plan similar to that adopted by the American Expe- 
ditionary Force in the Great War. 
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DISCUSSION. 


Dr. A. H. Pierce (Coatesville, Pa.).—Doctor Baugh ought to be proud of 
what has been accomplished in the Province of Ontario. He has not men- 
tioned his own part in the work but I know that it has been painstaking and 
thorough. 

It seems to me that he has opened up, in his paper and in its implications, 
one of the big problems. A few years ago tuberculosis was discussed almost 
with hushed breath; that was, perhaps before my day. You know what has 
happened since by means of educating the public. Cancer, loathsome in my 
earliest days, is coming into the open and will be treated as it should. Isn't 
syphilis the next problem? And, isn’t it time that concerted, well coordinated 
effort be made to meet that problem? Without syphilis we have no paresis. 

The profession itself needs educating. In Massachusetts, venereal disease 
is reported. It has been notorious that only a comparatively small proportion 
of cases are reported. We know, those of us who see cases of paresis, that 
the general practitioner does not know it when he sees it. A friend of mine 
whom I had not seen for a few months met me on the street one day. He had 
the typical slurred speech. I spoke about it to his brother, who was his 
physician. “Oh, no, Frank hasn’t any trouble of that sort.” He knew he 
hadn’t and was offended because I mentioned it. I spoke to his father and he 
was taken to a hospital. He was dead within a year with the convulsive form 
of paresis. Such are some of the tragedies. 

Isn’t it time that we, as leaders of psychiatric thought, as the men best 
acquainted with paresis, should take a more definite action than we have? 
Our president, last night, spoke of the ramifications of the activities of the 
society. It seems to me that this is one activity which is plainly our duty. 


Dr. Matcotm A. Buitss (St. Louis, Mo.).—One of the things that I see 
most neglected in early paresis, or syphilis of the central nervous system, is 
the neurological examination. It so frequently happens that the matter can 
be very clearly determined if the practitioner is trained in the examination 
of the pupils and of the reflexes. If he has ever heard slurred speech he 
certainly will recognize it again. It can rarely be mistaken but the neuro- 
logical examination would so frequently clear the situation that further lab- 
oratory work is almost unnecessary. 


Dr. G. H. Stevenson (Whitby, Ontario).—I think we are indebted to 
Dr. Baugh for presenting this paper and emphasizing the importance of early 
diagnosis for those in positions of responsibility. 
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It has been my doubtful privilege to have at one time lived and roomed 
with three individuals, one clergyman and two physicians. all of whom sub- 
sequently developed syphilis, one died of paresis, the second was a suicide and 
the third went to a reformatory. These experiences have impressed on me 
the importance of professional people being free from luetic infection. 

I also feel, as a loyal subject of the king, that I must take exception to this 
vicious attack on one of our most noted sovereigns, King Henry VIII. Our 
sovereigns rule by divine right as you all know, and they have all been most 
outstanding examples of intelligence, chastity and purity. There is only one 
that I haven’t a great deal of respect for and that is George III. 

I think Dr. Baugh should correct his manuscript because Henry the VIII 
did not have syphilis. The ulcers on his legs were varicose ulcers which had 
become infected by being accidentally prodded with a spear while making a 
hurried exit from some noble lady’s boudoir. Moreover, I can absolutely 
prove this monarch never once had a positive Wassermann reaction. 

Finally, his various amours were not due to lust or self-indulgence but were 
the expression of a noble ambition to give to the English nation a male heir 
to carry on his ability and integrity which it lacked as a result of his first 
marriage. 


Dr. Wi1LLt1AM MALAMupD (Iowa City, Iowa).—We cannot stress too much 
the importance of early diagnosis in general paralysis, especially from the 
point of view of industrial and legal medicine. In the latter, it happens too 
frequently that the criminal act is really conditioned by the faults in judg- 
ment that are so characteristic of this disease and can be misunderstood in 
the early stages of it. 

There is a correction that I would like to suggest. Peter the Great did not 
die of general paralysis. Peter the Great was well several months before his 
death. He was, at that time, observing maneuvers of his fleet on the White 
Sea. A boat with soldiers in it capsized, and he dived in to save the men and 
actually succeeded in saving 19 out of the 20. A general paretic in the last 
stages of the disease could hardly succeed in such a feat even if he could 
be expected to have the exaggerated notion of his ability. He developed 
pneumonia with complications which led to his death. 


Dr. F. H. C. Baucu (Guelph, Ontario).—It is not my intention to quarrel 
with my old friend Dr. Stevenson, at least, not over a bad king. 

I would like much to have this Association make a survey of state hospitals 
in order to determine the occupation of patients suffering from cerebral 
syphilis. It would, no doubt, be interesting and instructive. 

A gentleman in the audience has just asked me about the restoration of 
treated patients to responsible positions. I do not believe that a locomotive 
engineer, who has had cerebral syphilis, should ever again be allowed to 
drive a locomotive even though he may seem to have made a very good re- 
covery. The same would apply to other positions of responsibility and trust. 
It would also seem unwise to operate a motor vehicle for at least, two years. 


A VOICE FROM THE PAST. 


SoME REMARKS ON Dr. BERNARD SACHs’ Protest AGAINST 
PsYCHOANALYSIS. 


By FRANZ ALEXANDER. 


Bernard Sachs uses the occasion of reviewing a recently pub- 
lished book of mine, “ The Medical Value of Psychoanalysis,” to 
make a violent attack against psychoanalysis and to warn the 
medical profession against its dangers. My friends who know 
the American scientific literature tell me that the tone of this 
article is unusual in this country, if not without precedent. Years 
ago in the German medical literature, when analysis provoked 
the first emotional resistance, it was not uncommon to see attacks 
upon psychoanalysis of a similar, though sometimes more in- 
genious kind. Those who know the history of medicine will easily 
recognize how similar the tone and arguments of Bernard Sachs’ 
protest are to contemporary criticisms of dissection and other 
great medical innovations like Harvey’s, Pasteur’s and Semmel- 
weis’ discoveries. “ Unproven,” “ illogical,’ and even “unethical ” 
are accepted slogans and in this regard Sachs presents no novelty. 

I shall discuss this attack under eight headings. 


(1) THe TONE oF THE ARTICLE. 


Sachs accuses psychoanalysts of feeling their position weak and 
therefore calling their opponents names. Sachs uses here the 
technique of the thief who calls the loudest, “ Stop thief!” In the 
book which he criticizes there is no personal or impersonal attack 
upon the opponents of psychoanalysis. It is an objective attempt 
to understand the psychological motives of the well known re- 
sistance of the medical profession to this new approach to medical 
problems. Sachs, however, is throughout his article personal and 
derogatory: for example, he calls psychoanalysts in a supposedly 
witty fashion “ infantilists.” I shall not follow Sachs in this. The 
violent tone of Sachs’ article expresses with unmistakable clarity 
the powerless anger of an exponent of a lost cause. Sachs’ anger, 
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however, cannot change the fact that modern psychiatry as far as 
it deals with the psychological understanding of pathological men- 
tal phenomena has to a very large extent accepted psychoanalytical 
concepts. It is no exaggeration to say that psychoanalysis has be- 
come fundamental to modern psychopathology. 


(2) PsycHOANALYTIC THEORY 1s BASED ON EMPIRICAL 
OBSERVATIONS. 


The custom in all empirical sciences is that the validity of state- 
ments made should be tested only by using exactly the same tech- 
nique under the same conditions as was used by the observer. 
Freud has repeatedly emphasized that the majority of the critics 
of psychoanalysis has never fulfilled this requirement. On the 
contrary it has been a strange phenomenon that so many who have 
had a medical degree—no matter in what special field they have 
been experts—have considered themselves competent to pass judg- 
ment in a field in which for forty years a vast amount of observa- 
tional material has been collected with a highly standardized method 
and in the same painstaking manner as in any other field of em- 
pirical research. Often critics of psychoanalysis confuse empirical 
findings and theoretical conclusions with therapeutic results and try 
to discredit psychoanalytic concepts by referring to individual cases 
in which the therapy had no observable effect. But just as thera- 
peutic successes do not prove a theoretical concept, so failures do 
not contradict it. The correctness of a diagnosis of a brain tumor 
does not depend upon the success of its removal. 

In recent years this “ wild criticism ” of psychoanalysis has almost 
entirely disappeared, but some “old timers” who have not kept 
up with newer development still consider psychoanalysis as an open 
ground for any poacher. Unfamiliarity and naiveté which Sachs 
manifests in dealing with the concepts of psychoanalysis permits 
the assumption that he does not belong to those, who, before 
passing judgment, have taken the trouble to learn conscientiously 
the technique of psychoanalysis and to test its results by using the 
same method by which the statements of psychoanalysis have been 
established. He nevertheless takes the liberty of becoming a critic 
of this field. This is all the more to be regretted in view of his 
position as an authority in a special field of medicine. 
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(3) “ Atmost DisHONEsT.” 


The most violent of Sachs’ attacks is directed against an argu- 
ment of mine which he calls “ almost dishonest.” In this attack, 
however, he misquotes the criticized text. According to Sachs I 
quote observations of authors like Cushing and Light to emphasize 
the “cortical influence” in organic processes. I speak, however, 
only of a “ central, 7. e., nervous influence ” in regard to the findings 
of these authors, and emphasize that the observations of Cushing 
and Light demonstrate sub-cortical and not cortical influences. It 
is therefore not true that I quote Cushing’s and others’ observa- 
tions to emphasize “ cortical influence” and Sachs has no right to 
put “ cortical influence” between quotation marks in referring to 
this part of the text. I said clearly that “these arguments make 
it probable that at least some cases of gastric ulcer may have not 
a local but a central origin.” I did not in any form mention these 
observations in relation to cortical influences, and quote them only 
to demonstrate the fact that local changes in the stomach may 
have not a local but a central origin. In further discussion I de- 
scribed psychoanalytic observations in cases of chronic gastric 
disorders where typical psychological situations were present and 
with great reserve I made the working hypothesis that in such 
cases, chronic psychic stimuli of an unconscious nature may be the 
basis of certain chronic functional disturbances which in time may 
lead to structural changes. Now, what is there that is “almost 
dishonest’ in these conclusions which are based on extensive 
clinical observations and which may stimulate further productive 
work in this field? I cannot allow a piece of research to be dis- 
credited by misquotation. 


(4) INcaPpAciITy TO UNDERSTAND PSYCHOLOGICAL PRESENTATIONS. 


In criticising my demonstration of the psychological “ blind 
spots ” of the observer, Sachs shows that he has not understood the 
point of the discussion. I state that an individual who has a 
strong domineering and tyrannical tendency will have difficulty in 
understanding the point of view of a common soldier who attacks 
his superior. Sachs argues as follows: “ Anyone who knows the 
general attitude of the German officer towards the German soldier, 
does not need analysis of any sort to give the soldier the benefit 
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of supposing a tyrannical attitude on the part of the officer; and 
that a conclusion reached in such a case need have anything what- 
ever to do with the psychic makeup of the examiner is the sheerest 
nonsense that need not for a moment influence anyone who is 
accustomed to sound and rational thinking.’”” What Sachs does 
not understand is that, if the observer is himself a German officer 
or an individual who—although he need not have necessarily the 
rank of a German officer—has the same mentality, upbringing and 
educational background as a German officer, he may have difficulty 
in understanding the psychological situation of another individual 
who dares to attack such an authority. Such an observer will be 
inclined to see in the inferior’s attitude a condemnable rebellion 
and will have less capacity for identifying himself with the bitter- 
ness of the inferior. This difficulty of remaining an objective ob- 
server of human affairs is not a theory but a well observed fact. 
A scientific student of personality must learn about his own objec- 
tive distorting tendencies in order to become an objective observer. 


(5) Apvice TO FREUDIANS. 


Sachs advises the Freudians to “ delve a little more deeply into 
the psychological and philosophical works of preceding decades.” 
Sachs, however, in his circumstantial effort to discredit my attempt 
to describe the specific nature of psychological understanding of 
others (which is based on the faculty of identifying one’s self with 
another’s psychic situations on the basis of introspective knowl- 
edge of one’s own psychic situation) does not manifest much 
philosophical and historical knowledge. My description does not 
claim to be original. In my book written for physicians I tried to 
reformulate in a simple way certain basic concepts about the 
specific nature of psychological understanding which is more or 
less a commonplace to those who are familiar with the history 
of human thinking. 


(6) PsyCHOANALYsTts ARE ILLOGICAL. 


Sachs accuses psychoanalysts of lack of logic. Here is an ex- 
ample of Sachs’ logic. In criticising my statement about the diff- 
culty of understanding other individuals of a different race or the 
insane on account of the differences between their mentality and 
ours and “‘ because of a mental force within ourselves which 
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prevents us from understanding them ’—repression,” he comes to 
the following statement: “ The logical deduction from this, Herr 
Professor, is that the man who does understand the insane or in- 
terprets their thoughts correctly, has insane trends himself.” 
According to this logic, if an individual by learning the Chinese 
language and .Chinese customs and mentality understands the 
Chinaman, he must be a Chinaman himself. My point was that 
for a non-Chinese, the understanding of a Chinese is more difficult 
than for a Chinese and can only be accomplished after a long and 
thorough study, and similarly personalities which are abnormal 
can only be understood after the specific nature of their means 
of expressing is learned by long and thorough study and after the 
emotional difficulties which inhibit us in understanding them 
(repression) has been eliminated or at least diminished. 


(7) Two CorrEcTIONS. 


(a) I feel obliged to correct a false statement made by Sachs 
which is based on his lack of familiarity with the field which he 
criticizes so severely. It is wrong to say that Freud himself has 
repudiated the C&dipus Complex. The contrary is true. Freud 
considers today, just as he did before, that the GEdipus Complex 
is a universal phenomenon of childhood. Sachs uses many foot- 
notes which contain references to literature. Why does he omit the 
reference to this statement of Freud? I can assure him that there 
is no statement in the writings of Freud which in any way can 
be interpreted as a repudiation of the CEdipus Complex.* 

(b) Sachs quotes from my book the following sentences: “ The 
psychotic preserves + in himself unacceptable hostile or sexual 
tendencies . . . . refusing to accept them as his own mental pos- 
sessions and projects them on others.” Sachs makes the following 
observation on this quotation: “ Not a new thought has been added 
to the orthodox conception of hallucinations and delusions. To 
state that the paranoiac wrongly locates his emotions, that he has 
‘no respect for reality’ is using different words, but is not adding 


*In a recent letter which I received from Professor Freud he makes the 
following passing remark about Sachs’ article: “ One statement is true in this 
article, that we (Professor Freud and Bernard Sachs) worked together in 
1882 in Meynert’s Laboratory.” 

+ In my book the word is “ perceives” instead of “ preserves.” 
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an iota to what the orthodox psychiatrist has known about paranoid 
conditions.” This is not the case. Bernard Sachs makes a statement 
here in an authoritative tone without sufficient knowledge of the 
literature. What the orthodox psychiatrist knows about projection 
in paranoia and about the psychological meaning of this phenomenon 
he has learned from Freud’s, Abraham’s and others’ psychoanalytic 
studies. This interpretation of paranoic projection can be found for 
the first time in Freud’s study “ The Defense Psychoneuroses ” in 
1896. Later he elaborated this concept more definitely in his 
“ Psychoanalytic Notes upon the Autobiographical Account of a 
Case of Paranoia” in 1911. Adolf Meyer writes on this subject: 
“ The first systematic attempt at interpretation in this direction 
(‘ which tries to demonstrate fundamental factors and experiences 
out of which the delusional complexes are evolved’) was made 
by Freud in 1896 in an analysis of a case of chronic hallucinatory 
paranoia. I know of few instances showing as clearly how a per- 
fectly lucid presentation can remain ignored and only partly grasped 
until the mode of thinking has become more common property 
and an habitual expression. Most of the authors up to that time 
and since were satisfied to consider in a descriptive analytic sense 
whether the disturbance was primarily intellectual or emotional.” * 
If, in modern psychiatry, the attitude of Bernard Sachs should pre- 
dominate, most of the “ lucid presentations ” of Freud would still 
remain ignored and only partly grasped. As a matter of fact 
Freud’s interpretation of projection in paranoia is today accepted 
by the majority of psychiatrists (to use Sachs’ expression, orthodox 
psychiatry) as almost all of modern psychopathology is based on 
psychoanalytic concepts. The pre-Freudian psychiatry merely de- 
scribed the phenomena of delusions without being able to explain 


* Adolf Meyer: “The Treatment of Paranoic and Paranoid States” in 
William A. White and Smith Ely Jelliffe—‘ Treatment of Nervous and Mental 
Diseases,” Vol. I; page 614. See also: Smith Ely Jelliffe—‘A Summary of 
the Origin, Transformations, and Present-Day Trends of the Paranoia Con- 
cept”; Medical Record, Vol. 83; No. 14, page 599. “ Freud first enunciated 
here (1896) the idea that this type of case (paranoia) may represent a form 
of defence to painful reminiscences, and the content of the psychosis, ¢. e¢., 
the clinical picture, is determined by the content of the repressed painful 
ideas. .... Freud has thought to show that, .... if the repression is of a 
certain type and is handled by an outward projection, one speaks of it as a 
paranoic reaction type.” 
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them on a psychological basis. If Sachs knows the pre-Freudian 
literature so well, he will be able to show me that I am in error and 
then I shall be willing to revoke my opinion that his statement about 
the orthodox psychiatry in relation to psychoanalysis is if not false, 
at least unsubstantiated. 


(8) Eruics. 


Veiled allusions to unethical features in psychoanalysis do not 
deserve an answer. Unethical behavior is not characteristic of a 
specialty but of individuals and it is unfair to use such an argu- 
ment in a scientific discussion. 

The same is true of vague statements of the “ devastating ” in- 
fluence of psychoanalysis or of “ unwholesome change of person- 
ality which has been brought about in many men and women after 
they have submitted themselves to the process of analysis.” Why 
does not Bernard Sachs mention surgical operations which have 
proved either unnecessary or had a bad influence on the patient? 
Is therapy in other specialties in medicine in all cases successful 
and has the soundest therapy never had bad effects on patients in 
exceptional cases? 


I restrict myself to the above eight statements and corrections 
which do not involve matters of mere opinion. To these I would 
like to add the following general comments : 

Sachs entitles his article “The False Claims of the Psycho- 
analyst,” and his main contention is that psychoanalysts over- 
estimate the scientific nature and value of their contribution to 
medicine and psychiatry (“ false claims”). In order to demon- 
strate that Bernard Sachs’ opinion about the scientific nature and 
contributions of psychoanalysis does not express the opinion of 
all non-psychoanalysts, I wish to quote a few sentences from the 
presidential address of Bernard Hart before the Psychiatric Sec- 
tion of the British Royal Society of Medicine (delivered on 
November 10, 1931).* . . . . Freud introduces dynamic concepts 
while still remaining within the psychological field. He did not 
confine himself to those first two stages of science, the observation 
and classification of phenomena, which had hitherto constituted 
almost the only ground in which the psychologist was allowed to 


* Bernard Hart: “ Psychology and Psychiatry” in “ Proceedings of the 
Royal Society of Medicine” ; Vol. XX V, No. 2, December 1931, pages 187-200. 
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play. He advanced to a third stage, the construction of causal con- 
cepts designed to explain the observed phenomena ; moreover these 
concepts were built out of psychological stuff, and not handed over 
in despair to the ministrations of the physiologist and the chemist. 
This was an epoch-making step and one which, if it can be estab- 
lished, at once raised psychology to a level with the other scientific 
disciplines which serve psychiatry.” ... . 

“It is only necessary here that we should emphasize once more 
the momentous nature of the advance which Freud attempted, and 
its paramount significance in the history of psychological medicine. 
He refused to accept the traditional limitation of psychology to 
the merely descriptive levels of science, and insisted that psychology 
could furnish causal conceptions capable of explaining many of the 
phenomena of medicine, particularly phenomena which had proved 
peculiarly resistant to every other line of attack.” 

In further appreciation of psychoanalysis Hart states that it has 
“cast more light upon the problems of neurotic disorder than any 
other method of approach has yet achieved. 

The moral of this unfortunate essay of Sachs might be formu- 
lated as follows: The expression “ neuropsychiatry,’ recently 
so fashionable, seems to give occasion for abuse, although it ex- 
presses the just hope that the knowledge of the anatomical struc- 
ture and physiological function of the nervous system and psycho- 
pathological phenomena will some day be integrated. But as it is, 
psychiatry in the last three decades chiefly under the influence of 
psychoanalysis has developed its own methods as far as it deals with 
psychological and psychopathological phenomena and the methods 
in this field are distinct from those used in neurology. The histo- 
logical, microscopical and physiological understanding of the 
nervous system has as yet not been able to contribute much to 
the understanding of mental conflicts, psychological situations and 
in normal and pathological development of the personality. This 
field has developed its own methods and its own approach which 
must be learned before one can become competent to judge the 
results. In the same way as histological publications usually are not 
reviewed by an orthopedist, publications on the field of psychol- 
ogy—whether normal or pathological—should be reserved for ex- 
perts in this field and every psychiatrist who has some scientific 
respect for his own field should claim that his work on psycho- 
pathology should be passed on by competent judges. 


| 
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jQotes and Comment. 


BioGRAPHY OF THE PRESIDENT.—With the present volume we 
inaugurate what it is hoped may be a continuing usage, namely the 
publication of a biographical sketch of the President of the Associa- 
tion. The men who are elected to this honorable office are psychi- 
atrists of distinction who have long been identified with the life 
and work of the Association, occupying important posts, and exer- 
cising a directive influence upon the progress of psychiatry on this 
continent. They are known by their works, and it seems fitting 
that something of their personal record should likewise be set down 
and preserved in the official organ of the Association. 

In this number of the JourNAL therefore appears the first of 
these presidential biographies, that of Dr. May, President 1932-33, 
whose presidential address is also printed in this issue. By happy 
choice Dr. May’s biographer is his long-time friend and associate 
in the Massachusetts Service, Dr. Macfie Campbell. 


STANDARDS IN PRONUNCIATION.—In opening the discussion in 
the Conference on Psychiatric Education which preceded the 
annual meeting of The American Psychiatric Association in Boston, 
Dr. May called attention to certain inconsistencies of usage in 
the pronunciation of the word “ psychiatric” among psychiatrists 
themselves. This term, built up from psy-che, and so often a 
stumbling-block for the layman, seems to be only a little less so in 
the mouths of the faculty; but if standards are desirable in 
nomenclature and in the qualifications of psychiatric practice, it is 
not irrelevant to urge consistency in the pronunciation of the 
foundation word. No one would lapse so far as to say “ sic-ee” 
for psy-che; why then “ sic-iatric” for psy-chiatric? In making 
his point Dr. May brings a formidable array of monstrosities of 
articulation for which equal justification might be claimed. If we 
persist in saying “ sic-iatric,” then we should also say 
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Psychasthenia (sic-asthenia). 
Psychiatry (sic-iatry). 
Psychic (sic-ic). 
Psychanalysis (sic-analysis ). 
Psychobiology (sic-obiology ). 
Psychogenesis (sic-ogenesis ). 
Psychology (sic-ology). 
Psychometric (sic-ometric). 
Psychomotor (sic-omotor). 
Psychoneurosis (sic-oneurosis ). 
Psychopathic (sic-opathic). 
Psychophysics (sic-ophysics ). 
Psychosensory (sic-osensory ). 
Psychotherapy (sic-otherapy), etc. 
Pronunciation is a part of diction ; diction is the essence of style ; 
and for style we have Buffon’s immortal definition. 


PROGRAM FOR THE 1934 MEETING.—The Committee on Pro- 
gram are interested to learn at as early a date as possible what 
studies by our members might be made the basis for papers to be 
read at the New York meeting next year. It is requested that 
writers approach any member of the committee with their projects, 
and with as little delay as possible. 

The committee also desires to learn of any moving pictures 
showing mental hospital activities. Many hospital staffs doubtless 
have amateur records on either 8 mm. or 16 mm. films, of which 
it is desirable to have information. Please address Dr. Samuel W. 
Hamilton, Chairman of the Program Committee, Bloomingdale 


Hospital, White Plains, N. Y. 


DEATH OF Dr. H. A. Corron.—We regret to record the death 
following a heart attack, May 8, 1933, of Dr. Henry Andrews 
Cotton, Medical Director Emeritus of the New Jersey State Hos- 
pital at Trenton. Dr. Cotton had served as head of this institution 
for twenty-three years, retiring in 1930, although as Director 
Emeritus his active interest in the hospital continued until the time 
of his death. Under his guidance the hospital was completely 
reorganized and modernized and its research and treatment facilities 
greatly expanded. His building program included in addition 
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to an excellent reception and special treatment unit, a self-contained 
fully equipped hospital for criminal insane. Dr. Cotton was a 
pioneer in the treatment of paresis and chief exponent of the 
focal infection theory of origin of mental disease. In his constant 
insistence upon meticulous attention to physical and physiological 
details, even if the etiologic significance of certain physical findings 
may have been overstressed, Dr. Cotton rendered a real and timely 
service to psychiatry. A memorial notice will appear in a later 
issue of the JOURNAL. 


MEETING OF THE AMERICAN PsycuHraTric AssocrATIon.—The 
89th annual meeting of The American Psychiatric Association was 
held at the Hotel Statler, Boston, May 29 to June 2. 

The section on Convulsive Disorders carried out its program on 
Monday, May 29, having a morning and an afternoon session. 

The regular sessions of the Association were opened on Tuesday, 
May 30 with welcoming addresses from Honorable James M. 
Curley, Mayor of Boston, Dr. Halbert G. Stetson, President of 
the Massachusetts Medical Society, Dr. Morgan B. Hodskins, 
President of the Massachusetts Psychiatric Society and by the 
Honorable Herbert C. Parsons, President of the Massachusetts 
Mental Hygiene Society. 

Dr. James V. May in his presidential address indicated the need 
for maintaining high standards in psychiatric education and in the 
practice of psychiatry and advocated the formation of a special 
board for certification of psychiatrists. The full address is printed 
in this number of the JouRNAL. 

During the scientific session of the Association, a large number of 
papers were presented; including Studies in Pathology, Adequate 
Psychotherapy in Public Mental Hospitals, Interpretation of Symp- 
tomatology, Studies in Clinical Pathology, and Educational Topics. 

On Wednesday morning, May 31, the Association held a joint 
session with the American Psychoanalytic Society and on Wednes- 
day afternoon a joint session with the American Association for 
the Study of the Feebleminded. 

On Wednesday evening, May 31, instead of the traditional an- 
nual address and President’s reception, an annual dinner for mem- 
bers and guests of the Association was held at the New Ocean 
House, Swampscott. At this dinner an address of welcome was 
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presented by his Excellency, Honorable Joseph B. Ely, Governor 
of Massachusetts. A musical program and dancing followed the 
dinner. 

An important event of the meeting was the adoption of a re- 
vised constitution. This new constitution especially sets up require- 
ments for various classes of membership in the Association. It 
provides also for the appointment by the president of an Examining 
Board of not less than five Fellows who shall make a report and 
recommendation to the Council of the Association on every appli- 
cation for every class of membership and shall perform such other 
duties as the Council may assign. The following Fellows of the 
Association were appointed as such a Board of Examiners: 

Dr. Clarence O. Cheney, New York, Chairman, 
Dr. Adolf Meyer, Baltimore. 

Dr. William A. White, Washington. 

Dr. C. Macfie Campbell, Boston. 

Dr. Franklin G. Ebaugh, Denver. 


Upon this appointment the Board was immediately directed by 
the Council to prepare and submit to the Executive Committee of 
the Council a plan for the certification of psychiatrists. Dr. Cheney 
and Dr. Campbell were appointed as delegates of the Board to 
attend the conference of the other special boards and of The Ameri- 
can Medical Association to be held in Milwaukee on June to. 

The following officers were elected for the coming year by the 
Association : 


President, George H. Kirby, New York. 

President-Elect, C. F. Williams, South Carolina. 

Secretary-Treasurer, William C. Sandy, Pennsylvania. 

For Councillors—for 3 years—James V. May, Massachusetts; C. C. Bur- 
lingame, Connecticut ; Edward A. Strecker, Pennsylvania; Arthur P. Noyes, 
Rhode Island. 


Dr. G. Kirby Collier of New York was elected as councillor to 
fill the unexpired term of Dr. Williams and Dr. Marcus A. Curry 
of New Jersey was elected as councillor to fill the unexpired term 
of Dr. Sandy. Dr. Mortimer W. Raynor was elected auditor for 
three years. 

On petition, the Association approved of the establishment for 
a tentative period of three years, of a Section on Psychoanalysis 
and Dr. A. A. Brill was elected chairman and Dr. Leo Bartemeir 
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of Detroit was elected secretary of this section. Also, on petition, 
the Association approved similarly of the establishment of a Sec- 
tion on Forensic Psychiatry and Conduct Disorders. Dr. William 
A. White of Washington was elected chairman and Dr. V. C. 
Branham of New York was elected secretary of this section. 
Dr. Thomas B. Bass of Texas and Dr. John H. Bell of Virginia 
were elected chairman and secretary, respectively, of the Section 
on Convulsive Disorders. 

The Association voted to hold the next annual meeting in New 
York, the time to be later decided upon by the Executive 
Committee. 

During the session 442 members and 528 guests registered. The 
Boston meeting was generally conceded to be a most successful 
one. 


CHENEY. 
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Association and Motes and ews, 


RiBERI Prize. RoyAL ACADEMY oF MEDICINE, TuR1IN.—The 
Royal Academy of Medicine of Turin offers the fifteenth Riberi 
Prize of 20,000 lira (less tax) subject to the following conditions: 


(a) Scientific works in the general field of medicine, representing a defi- 
nite contribution to the knowledge of their respective subjects, and which 
reach the Academy within the period specified below (d), will be considered 
for this award. 

(b) Printed or type-written material may be submitted in the Italian, 
Latin, French, English or German language. If works already published are 
submitted, date of publication must not be prior to 1928. 

(c) Manuscript is to be supplied in duplicate and will remain the prop- 
erty of the Academy. When the Academy shall have adjudged a work 
to which the prize is to be awarded, this work shall, within two years 
thereafter, be published by the author; and the award will be paid only 
after two copies of the published work have been supplied to the Academy. 

(d) Only works dispatched to the Academy on or before December 31, 
1934, will be considered. Two months from that date the competition will 
be closed and works received thereafter, even though sent within the pre- 
scribed time, will not be considered. 

(e) Authors are requested to mark the most important passages or sub- 
jects in their work, to which the attention of the Academy should be par- 
ticularly directed in passing judgment. 


Further information may be obtained from the President, Pro- 
fessor L. Dionisio, or the Secretary, Professor L. Bobbio, of the 
Royal Academy of Medicine of Turin. 


THE AMERICAN COLLEGE OF PuysiciANs. Chicago, 1934.—The 
American College of Physicians will hold its Eighteenth Annual 
Clinical Session in Chicago, with headquarters at the Palmer House, 
April 16-20, 1934. 

Announcement of these dates is made particularly with a view 
not only of apprising physicians generally of the meeting, but also 
to prevent conflicting dates with other societies that are now arrang- 
ing their 1934 meetings. 

Dr. George Morris Piersol, of Philadelphia, is President of the 
American College of Physicians, and will arrange the Program of 
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General Sessions. Dr. James B. Herrick, Emeritus Professor of 
Medicine of Rush Medical College, Chicago, has been appointed 
General Chairman of local arrangements and will be in charge of 
the Program of Clinics. Mr. E. R. Loveland, Executive Secretary, 
133-135 S. 36th Street, Philadelphia, Pa., is in charge of general 
and business arrangements, and may be addressed concerning any 
feature of the forthcoming session. 


Dr. STANLEY P. Davies To Direct CHARITY ORGANIZATION 
Society.—The recent appointment of Stanley P. Davies as general 
director of the Charity Organization Society of New York City is 
of more than local interest. Dr. Davies became widely known 
through his authoritative book “ Social Control of the Feeble- 
minded,” first printed in 1923 and a second time in 1930, quite the 
most outstanding available contribution on this subject. 

Born in Philadelphia, he graduated from Buckingham University 
in 1912, did graduate work in economics and sociology at the 
University of Pennsylvania and in sociology at Columbia Univer- 
sity. He served in the World War as an officer on the staff of the 
Surgeon-General. In 1919 he joined the staff of the State Charities 
Aid Association, of which he has recently been associate secretary. 
In 1923 he received the degree of Doctor in Philosophy from 
Columbia University. Dr. Davies is a member of the American 
Sociological Society, the American Association for the Study of 
the Feebleminded, and is president of the American Association of 
Social Workers. 

His new office will be assumed on September I next. 
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Qbstracts and Extracts. 


General Paralysis in Hebrews. B. Bornste1n. (Rocsnik Psychiatryceny, 
18-19: I, 1932.) 


The author, who seems to have considerable experience with the treat- 
ment of general paresis in Hebrews and other races, reports on the differ- 
ences and similarities in the symptomatology, course and many other factors 
which characterize general paralysis in Hebrews and in Poles. He emphasizes 
again the findings of other workers, that general paralysis is relatively more 
frequent among Hebrews than among other races and this regardless of the 
fact that syphilitic infection in Hebrews is less prevalent. He also reminds 
us of the fact that although there are countries where syphilis is quite ram- 
pant without a concomitant high frequency of general paralysis, the Hebrews 
in those countries show higher percentage of this mental disorder. Analyzing 
70 cases of general paralysis among Hebrews and 70 cases among Gentiles, 
he comes to the following conclusions: the Hebrews are subject to general 
paralysis more frequently than non-Hebrews, that the onset of the disease 
in the Hebrew group is sudden and the premonitory stage is frequently of 
very short duration and often rapidly leading to progressive dementia. The 
depressive type of general paralysis is preponderant among Hebrews. The 
therapy with malaria inoculation gives less favorable results in Hebrews 
as compared with other races and only very seldom one sees a complete 
recovery. Regardless of the high degree of dementia which paresis attains 
among Hebrews, the disease lasts longer than in non-Hebrews, and paralytic 
and convulsive attacks occur more frequently. 

J. NorKIn. 


The Uninvestigated Sources of Therapeutic Paludism. K. M1tKu ski and A. 
Liszka. (Rocsnik Psychiatryczny, 18-19: 28, 1932.) 


The authors have obtained good results with intravenous or subcutaneous 
inoculation of 1 to 3 cc. of blood taken from patients on the 4th, 2d and even 
the 1st day of incubation. Following an injection of 2 cc. of malarial blood 
in a cubital vein, an incubation was obtained with blood taken from the 
same patient from the other arm a half-hour or even five minutes later. In- 
cubation was obtained with blood taken from patients who did not respond 
to inoculation even when the blood was taken on the 26th, 31st and 75th 
day after the inoculation. Contagion was obtained with blood of patients in 
whom the malarial fever spontaneously terminated after the second, third or 
fifth paroxysm. The authors were unable to substantiate the findings of 
D’Ormea and Broggi (La piretoterapia nella demence precoce. Rass di 
Studi Psychiatr. 19, 1930), that the blood of a malaria patient treated with 
quinine is still capable of causing malaria if inoculated to other persons. 
They were not able to confirm the presence of plasmodia in the cerebrospinal 
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fluid of a patient treated with malaria inoculation. The authors insist that 
one can produce malaria not only with blood taken from patients in par- 
oxysmal periods, but also with blood taken during the latent period, during 
the period of resistance and even during the first days of incubation. 

J. NorKin. 


Treatment of Psychotic Patients with Permanent Sleep (Narcosis). J. FRAEN- 
KLOWA. (Rocsnik Psychiatrycsny, 18-19: 54, 1932.) 


The author reports results with avertine a tribromoethylalcohol narcosis 
in 54 excited catatonics, in 12 cases with confusion (type not differen- 
tiated), and in 10 cases of anxiety states. The dose given is 0.08 per 
kilogram body weight. The narcosis sets in half-hour after the administration 
and lasts from one to two hours, and is followed by deep sleep lasting from 
eight to ten hours. In all cases there was a transitory, and in some, a 
permanent quieting down. On awakening the patients seem to make a 
better contact with the environment and to take food more readily. Aver- 
tine seems to surpass all other narcotic agents as it acts promptly, pro- 
ducing deeper and longer sleep. However, patients with manic excitement 
do not stand the narcosis well as it frequently produces cyanosis. The 
effect of the drug is a temporary one and the author advises the utilization 
of the periods of improvement for other therapeutic measures especially 
psychotherapy. 

J. NorkIn. 


Chronic Manic States in Advanced Age. M. BornszTajn. (Rocsnik Psy- 
chiatrycsny 18-19: 1932.) 


The author describes four cases of chronic manic psychosis in women 
of advanced age and comes to the following conclusions: the chronic 
states in advanced age may last 8, 10 and 12 years and vary in their 
clinical characteristics, and are not of the same origin. There are manic 
states in advanced age which develop in individuals with a manic psycho- 
physical constitution; in such cases the clinical picture does not differ from 
the cases of acute mania. The only difference is in the duration of the 
illness, and in addition the cardinal symptoms are somewhat attenuated, 
they are monotonous and stereotypical in character. There are manic 
attacks of longer duration in advanced age which are characterized by the 
following feature; the psychosis comes on suddenly for the first time after 
the age of 50; there is no evidence of cyclothymic tendency in the history of 
the patient; the syntonic traits are not pronounced; there is a rather pro- 
nounced monotony and stereotypy in the character of the states of excite- 
ment and of the productions; the elation is only an apparent one, it is more 
a caricature of a real elation; it is grotesque and clownish. In one case the 
author describes schizophrenic features. He feels that the chronic manic 
states in advanced age do not fit properly into the group of manic depressive 
psychoses and should be placed clinically apart. 

J. 


| 
| 
| 
| | 
| | 
| 


Book Reviews, 


Habits. Their Making and Unmaking. By KnicHt Dun tap. (New York: 
Liveright, Inc., 1932.) 


While addressed to a wider reader-group, Dunlap’s volume contains much 
material, more than is named here, that the student of psychology may con- 
template with profit. Such items include the formulation of anticipating, 
remembering and imagining (p. 4) with the differentiation of remembering 
and recall (p. 147); the formulation of mental process, as such, in terms 
of “reaction,” and the inclusion of the soma in the “environment” (p. 5); 
with the implied continuity between thinking, perceiving and acting (p. 19) ; 
the analysis of anticipation into desire and purpose (p. 31); the distinction 
of immanent and transcendent desires (p. 32); the identification of “ instinc- 
tive” with hereditary patterns (p. 41); the distinction of involuntary and 
non-voluntary (pp. 43, 47); a contribution to “debunking” reflexology 
(p. 61); separating the concept of integration from its usual “ value” con- 
notations (p. 69); the distinction (while recognizing the continuity) of 
knowledge-learning and skill-learning (p. 73); the succinct formulation of 
the alpha, beta and gamma hypotheses of learning (p. 78, possibly they 
would better be called “ effects”); the classification of learning levels 
(p. 93); the observations of animal “punishment” (p. 105); the two-fold 
definition of intelligence” (p. 253); the reference of jealousy, pride etc., to 
thinking rather than emotional bases (p. 243); the support of the James- 
Lange theory of emotion (pp. 238ff). 

Fundamental to Dunlap’s work is the thesis, well elaborated by him, that 
“the response which produces learning is not the response which is learned ” 
(p. 39); at least not usually, though this was the conception which domi- 
nated earlier thinking on the topic (cf. pp. 14, 34). The point is simply 
illustrated in the gradual elimination of irrelevant accessory movements in 
acquiring various motor accomplishments, as practising reactions with a 
telegraph key; the motor end-result is far different from the movements 
through which it was acquired. Indirectly, the thesis contributes to a renewed 
sympathy with “transfer” effects, scilicet formal discipline (cf. p. 80, and 
“learning to learn,” p. 117). If one learns things other than what one does, 
it is merely a question of how far this learning irradiates, and this again 
is a function of the symbol-forming capacity of the learners, as has been 
elsewhere shown. It does not appear that great weight is attached to 
Thorndike’s emphasis on the satisfaction factor in the learning process, 
though at least a partial acceptance of it is implicit in the favorable influ- 
ence ascribed to learning “with knowledge of results” (cf. pp. 30 ,126). 
The concept of “success” (cf. pp. 76, 130) is so important to the psychology 
of learning that it calls for more precision than Dunlap always gives it. 
Just when, for example, is a stanza “learned?” (p. 99). When it is once 
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repeated without error? It is commonplace that this or any similar criterion 
may mean very different states of learning for different persons. Dunlap 
appears not unwilling to extend some process that will bear the name of 
thinking to the subhuman animals (p. 103) and of learning even to the 
vegetable world (p. 97). The phenomena of magnetism would even admit 
the inorganic universe, by “ analogy” (p. 71). 

Near the end of the volume is an account of work on animal learning 
which may give the reader an impression of its history different from the 
prevalent one (p. 271). There is a considerable bibliography, whose items 
necessarily vary with the author’s acquaintance in the different fields; those 
on the experimental phases appear excellent, that on psychometrics is less 
representative. Regret must also be expressed that the arrangement is based 
on subject-classification, which is notoriously “subjective.” This would 
not matter greatly if there were an alphabetical index of authors, but non 
est. There is a subject index, but it is too short to be worth much. The 
lack of documentation in the text appears to be studied; doubtless it facili- 
tates eye-movements in reading, but it seriously impairs the volume for 
teaching. Responsibility for these limitations is probably divided between 
author and publisher, one cannot say in what proportion. 

The style of the book is in general very clear, and the few obscurities are 
perhaps the more noticed. Even at the sacrifice of condensation it would 
probably pay to use an easier-learned symbolism than that employed on 
pp. 82-06 (Ma, Mr, etc.), and the terms positive and negative practise 
would sometimes be better replaced by what is concretely meant. The same 
could surely be said of “regulated promiscuity” (p. 219); it sounds like 
an issue of the “virile maternity” mentioned by a previous writer on 
the topic. 

The portion of the book of most direct concern to the psychiatrist in 
Chs. IX and X, in which is set forth the retraining technique to which 
Dunlap has of late drawn not a little attention, perhaps the more readily 
because of the apparent paradox involved. Suppose, for example, one has a 
habit of typing two as tow. According to the “beta” hypothesis, practise in 
knowingly and wilfully writing tow can help to break the habitual error. 
Wilfully doing the thing it is desired to avoid, helps to break it as a habit; 
and this principle, according to hypothesis, applies not only to simple acts 
as typing errors, but to such complex patterns as homosexuality. 

Reviewers always run a risk of unfairness through criticizing a work by 
a standard to which the author did not relate it. At the same time there 
is a legal maxim that one may be presumed to intend the natural conse- 
quences of his acts. No one understands better than Dunlap, or has described 
more clearly, the technique of scientific presentation, and the techniques of 
propaganda. It is hard to escape the opinion that the chapters here under 
discussion better fit Dunlap’s specifications for the latter, that they contain 
far more of assurance than of evidence. It does not seem likely that psy- 
chiatrists will be persuaded by them in their present form, for they have 
been so often disillusioned about therapeutic claims. It would appear that 
Dunlap does not particularly care whether psychiatrists believe him or 
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not, and that he is more interested in putting the technique into the hands 
of experimental psychology than of the medical profession (p. 209). How- 
ever, the majority of the behavior disorders concerned do find their natural 
way into medical hands. Partial presentation is not a sufficient cause for 
unfavorable prejudgment. The remedial possibilities would appear to justify 
systematic study by those who in our social organization are mainly respon- 
sible for the persons whom it affects. 
F. L. WELLs, 
Boston Psychopathic Hospital. 


Courts and Doctors. By Loyp Paut Stryker. (New York: The MacMil- 
lan Company, 1932.) 


The physician comes in contact with the law in diverse ways in his 
professional capacity. This has been especially true of late years, since 
the enactment of the Workmen’s Compensation laws, the National Prohibi- 
tion law, the Federal Narcotic law and the many health ordinances of 
state and municipal origin. In addition, suits for malpractice are apparently 
increasing in number. 

Mr. Stryker, who for many years has been general counsel for the Medi- 
cal Society of the State of New York, in a clear graphic manner, free 
from the technicalities of the law, tells us of our inherent rights and privi- 
leges as physicians. Some thirty-seven pages are devoted to the subject of 
expert testimony of the doctor on the witness stand, certainly a timely 
topic. Other chapters deal with the legal definition of the practice of medi- 
cine, the relationship of the patient and physician, actions for malpractice 
and its defense, the doctor and the criminal law. On the whole, this is a 
readable and practical! book, which should be useful to every practicing 
physician. 

A. C. G. 


Influenza Dell’Educazione Sugli Anomali Originariit. (The Influence of 
Education on the Hereditary Abnormals.) By Jacos AISENSCITAT, 
M.D. (Naples: Francesco Giannini and Figli, 1930.) 


This work of over 500 pages with numerous illustrations is a most 
thorough study of the influence of education on children presenting the 
stigmata of hereditary abnormality. 

The author begins with a description of the normally developed child and 
compares it with the abnormal. He divides the hereditary abnormals into 
three classes : 

1. Those whose predominant defect resides ir the emotional sphere. 

2. Those whose emotions are relatively well deviuped, but who are poorly 
developed intellectually. 

3. Those whose defect is mostly sensory (deaf-mutes, the blind, etc.) 

Each of these classes is discussed at length and richly illustrated with 
material obtained from institutions which, in Italy, form the vanguard of 
the movement for the education of those falling within this afflicted class. 
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The histories of over 3000 cases are studied and a few hundred of them 
are individually considered in greater detail. Anthropological measurements 
of the skull and psychological tests in the sensory and psychic spheres includ- 
ing memory, attention, perception, speech, etc., are also reported. This 
section is concluded with statistical charts of these 3000 cases showing 
their hereditary background, the offenses of which the parents were guilty 
and the manner in which this hereditary taint had manifested itself in the 
offspring. 

There follows next a general discussion of heredity with regard to 
genetics, variability, modifications, combination, and mutations and is fol- 
lowed by an exposé of the various hypotheses put forward by Darwin, 
Galton, Nageli, Weissman, and DeVries. 

The author devotes a chapter to a discussion of the inheritance of acquired 
characteristics, following with statistical studies of heredity as to mutations, 
etc. Mendel and his laws, with a consideration of hybrids, polyhybrids, 
crossing of hybrids with initial forms and the law of dysjunction, then fall 
under scrutiny, and experiments on the coloration of rodents, white rats, 
single and multiple factors, and the question of the nature of genes are 
discussed. 

The author then enters into an elaborate discussion of hereditary cytology 
and the parts played by protoplasm, nucleus and chromosomes, the theory 
of the individuality of the latter, their reduction, pseudo-reduction and 
combination, and their part in the determination of sex. He presents syn- 
thetically the laws of Morgan and their relation to the Mendelian laws. 

Both the theoretical material and the laws which have been formulated 
are now applied to human heredity of normal characteristics such as the 
color of hair, skin, eyes, etc., and in deviations due to hereditary diseases. 
This leads to a brief consideration of neuropathic and psychopathic heredity, 
sexual psychopathies and the part played by consanguinous marriages as 
well as incest, and introduces the reader to the more complete presentation 
of criminal heredity. Various types of criminals and the important theories 
concerning them are presented, but of particular importance is the discus- 
sion of the relation of endocrinology to crime and what the author terms 
pseudo-syphilitic, pseudo-alcoholic, and pseudo-tubercular heredity. The first 
part of the book, which comprises a little over two-thirds of the volume, 
ends with a consideration of the female criminal. 

The second section deals with the influence of education on the abnormals. 
Characters are considered as to impressionability, courage, curiosity, imita- 
tion, and all the factors which enter into the moulding of a personality, 
such as family, education, etc. Cases are then followed from the time they 
entered the institutions (that is before educational therapy was initiated) 
through their educational and post-educational periods, with special attention 
to abnormal characteristics before entrance, transformation during training 
and further educational improvements following their discharge. 
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In conclusion the author expresses his conviction that above 80 per cent 
of the hereditary abnormals can be and are favorably modified by educa- 
tion, so as to be not only a credit to themselves but of service to society. 

E, A. MANGINELLI, 


Kolloidreaktionen der Riickenmarkflissigkeit. By Witty Scumitt. (Dres- 
den and Leipzig: Theodor Steinkopf, 1932.) 


The monograph offers a comprehensive study of colloidal reactions in 
cerebrospinal fluid. The technical procedures of gold, mastic, benzoid, paraf- 
fin, shellac, silicium and sublimate reactions are described in detail, so that 
the monograph lends itself to practical use for the laboratory worker. Ref- 
erences are made to modifications of the original methods. The merits of 
such modified techniques are discussed. 

The clinical significance of each of the colloidal reactions is treated with 
great care. One will find 64 curves illustrating the behavior of these 
reactions in various diseases. The accompanying survey of the literature 
in regard to the incidence and types of positive and negative reactions in 
various pathologic conditions, however, presents a safeguard against dog- 
matic interpretation. Offered in concise form the survey contains much 
valuable material pertinent to the actual state of our knowledge in this 
domain. In a comparative study of the above-mentioned colloidal reactions, 
Schmitt brings forward statistical data showing that the various tests have 
given parallel results in most cases (79-94%) of similar pathologic condi- 
tions. He considers that it is obligatory to carry out at least two differ- 
ent colloidal reactions in the same spinal fluid. While each of these reac- 
tions give typical curves, in parenchymatous involvement of the central 
nervous system, in non-luetic meningitidides, in compression in the cere- 
brospinal canal, they also show intermediary curves, which may corre- 
spond to the respective parts of meningeal and parenchymatous processes. 

The relationships between colloidal reactions, cell count, protein content 
and Wassermann reaction are discussed from the diagnostic standpoint. 
Pleocytosis constitutes the most sensitive reaction, as compared to colloidal, 
Wassermann and globulin reactions. In primary or secondary meningeal 
processes, the decrease of inflammation is accompanied by weakening or dis- 
appearance of colloidal reactions, concomitantly with diminution or cessation 
of other manifestations of inflammation. In regard to prognosis, the persis- 
tence of colloidal reaction should be given due consideration and evaluated 
in the light of the anamnesis and the clinical picture. 

A special chapter is devoted to a discussion of the theoretical background 
of colloidal reactions. The influence of albumin, globulin and combination 
of both on the gold, mastic and benzoid reactions has been investigated by 
Schmitt. While albumin and salts of the cerebrospinal fluid play a sec- 
ondary role, globulin is specifically related to these reactions. As to the 
mechanism of the latter, the review of various physio-chemical processes 


does not lend itself to a brief summary. een 
S. KATZENELBOGEN, 


Henry Phipps Psychiatric Clinic, 
3altimore, Md. 
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L’Epilepsie chez Enfant et le Charactére Epileptoide. By 
(Paris: Gaston Doin & Co., 1932.) 


The main object of this monograph is to focus the attention on the exis- 
tence of specific traits characteristic of epilepsy. Not only are these traits 
to be found directly related to epileptic spells but they also may have an 
autonomous existence, that is without any bearing on genuine epileptic 
attacks. One, therefore, is justified in admitting the reality of what one 
may call epileptoid character, mentality or constitution. 

The epileptoid characteristics in children may be discussed under two 
headings: 

1. Intellectual disorders. 
2. Psychotic disorders. 


1. Intellectual Disorders—Slowing down in mental activity (bradypsy- 
chism) is one of the most frequent troubles in epileptic and epileptoid indi- 
viduals. This disorder may be transitory, following a convulsive crisis or 
any other manifestation of larvated form of epilepsy. Sometimes it may 
be the only clinical symptom of an epileptic episode which might have 
faded away without having been noticed. It also may be evaluated as an 
epileptic equivalent. At any rate, whatever the significance of epileptic 
bradypsychic reactions may be, it is beyond doubt that they exist indepen- 
dently of attacks and bromide treatment. Intelligent children who have 
nevertheless difficulty in following the school work, frequently reveal a 
history of convulsions in infancy and epileptic heredity. 

Nebulous mental state is another manifestation of epileptic-epileptoid 
constitution. This trouble is to be placed between bradypsychic disorders 
and absences. It is more than a slowing down of mental activity, inasmuch 
as there seems to be complete abolition of intellectual faculties, and it lacks 
the characteristics of absences. It is also different from emotional inhibi- 
tion in which there is not so much inhibition of the intellectual processes 
as there is disorder in the means of expression of mental reaction. Again 
the mental barrage, like bradypsychism, is to be found not only in rela- 
tion to epileptic crises but also in individuals who do not suffer from the 
latter; their history reveals, however, either convulsions in the past or 
other signs of epileptoid predisposition. Both slowness and transitory cessa- 
tion of mental activity are responsible for writing disturbances of epilep- 
toid nature. The content of dictation is distorted because of omission of 
words and sentences; the handwriting is careless and more or less zigzag. 

2. Psychotic Disorders—The above mentioned intellectual disorders are 
invariably accompanied by more or less pronounced instability of character 
(anger, impulsiveness, violence, turbulence) and by other morbid manifesta- 
tions, such as nightmares, somnambulism and persistent enuresis. In certain 
epileptoid children the mental disorders rank first in importance. Anger 
constitutes a component of the clinical picture of convulsive epilepsy. The 
intervals between the spells are commonly marked by anger crises. Some- 
times the latter take the place of convulsive attacks, representing equivalents 
of epilepsy. Anger of epileptic nature is characterized by impulsiveness, 
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explosiveness and extreme violence, occurring without any apparent ade- 
quate reason. It is a veritable fit of rage, marked by destructive tendencies, 
which makes the child the more dangerous for himself and for his sur- 
roundings, because he does not seem to be fully cognizant of the situation. 
The epileptic fury differs from neuropathic violent anger; the latter is more 
demonstrative and theatrical, being accompanied and followed by emotional 
manifestations—crying, grinding of the teeth during the anger, sulkiness, or 
bursts of laughter, expressions of tenderness and regret after the anger is 
over. Among other attributes of epileptoid constitution Gilbert-Robin empha- 
sizes the following: turbulence, alternating with phases of more or less 
marked inertia, stubbornness, negativistic attitude, peevishness, hypochon- 
driacal complaints, inclination towards mysticism, irregular mood mani- 
festations—ready swings from tender affection to impulsive violence—som- 
nambulism, persistent enuresis, and sleep disturbed with nightmares; the 
latter present in certain cases the remarkable feature of repeating them- 
selves with the same content again and again. 

The symptomatology of epileptoid constitution is illustrated by case 
histories which furnished the basic material for the monograph. The latter, 
therefore, presents in the first place an original contribution to the much 
debated problem of epileptoid character. The observations gathered by 
Gilbert-Robin in his clinical work with epileptic children are, moreover, 
supplemented by data borrowed from the literature. While our feeling is 
that the postulates advocated in this work cannot always be unreservedly 
agreed upon, in the actual state of our knowledge, the attempt of the author 
to undertake an extremely complicated and controversial problem is highly 
commendable. The great usefulness of this monograph lies not only in 
offering a comprehensive discussion of a vital and complex problem in an 
easily legible form, but also, and perhaps above all, in its aptness in stimu- 


lating further investigations. 
S. KATZENELBOGEN, 


Henry Phipps Psychiatric Clinic, 
Baltimore, Md. 


Psycho-Analysis of the Neuroses. By Dr. HeLtene Deutscu. (New York: 
Robert O. Ballou, 1933.) 


A book of good format divided into three parts under the captions of 
hysteria, phobia and obsessional neurosis. 

The author briefly reviews the diagnosis and analysis of a few private 
cases. She states repeatedly that she is deliberately avoiding the psychoses, 
but her descriptions and diagnoses do not convince one that this is the case. 
In fact, there is a delightful vagueness and uncertainty about the composition 
on more than one point, for instance, in only the minority of cases is the 
reader informed as to the outcome of the prolonged treatment. This must 
be considered a grave error, as the whole context is so overweighted with 
painful experiences, that one naturally expects the unwritten endings to be 
equally unpleasant. 

The volume is supposed to bear the same relation to the psycho-analytical 
student as the clinical demonstration bears to the general medical student. 
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Further elaboration of this material might possibly serve such a function, 
but in its present state it is an inchoate mass of words. 

The facility of the writer in eliciting infantile conflicts in all her sub- 
jects is remarkable. Her mastery is also shown in her ability to persuade 
people, who consider themselves in good mental health, that they are suf- 
fering from a serious morbid pathological condition requiring an indefinite 
period of analytical care. For example, after outlining the normality of one 
person with whom she came in contact, Dr. Deutsch explains: “ Gradually, 
in this first interview, she began to see that there was something mysterious 
and apparently morbid in her life, something which convinced her that she 
was after all in need of analytic treatment.” 

One reads to the end because it is a habit, and is finally left with the 
impression that one could hardly expect anything better from a writer 
with such a limited viewpoint. 

R. MacLacHLan FRANKS, 
Toronto Psychiatric Hospital. 


Institute for Child Guidance Studies. (Selected reprints.) Edited by Law- 
son G.I vrey, M.D. (New York: The Commonwealth Fund, Divi- 
sion of Puolications.) 


Dr. Lawson G. Lowrey has edited a group of papers which have been 
previously published from the Institute for Child Guidance. Included in the 
group is a rather heterogeneous series of contributions in the social field, 
in the medical field, in the psychological field, and in the child training field. 
Dr. Lowrey is represented by five of the sixteen papers. 

The needs for psychiatric social work, the training of the worker, the 
expanding field in general medical, as well as in psychiatric practice, are 
presented. The changing philosophy of social work is defined in terms of 
the intelligent, mature, parent-child relationship; technique for approach; 
the use of transference; and the need for release of the dependent to an 
independent self-activity. Those individuals whose needs lie primarily along 
mental hygiene lines will find much that is comforting in the presentation of 
this social point of view. Those psychiatrists who find that “ pathological 
factors in the patient represent the chief points dealt with” in their psy- 
chiatric approach will find a clear restatement of the mental hygienist 
attitude to psychiatric problems. Those psychiatrists who are accustomed to 
working in terms of the genetic-dynamic study will find a reassuring empha- 
sis in the mental hygiene approach “a well-rounded study of the total 
individual in all his aspects—physical, mental, and social—in his total 
situation.” 

The contributions in the medical field cover a variety of data. Dr. Lowrey 
traces the inferiority complex in children to the conflicts that arise over 
the difference that the individual finds between himself, and his real or ideal 
standards, or between himself and the group; whether that difference be 
one of physical or mental inadequacy or purely fancied. Dr. Levy makes a 
statistical study of fingersucking, finding it correlated most frequently with 
incomplete sucking of the feeding act. Restlessness and delinquency are 
among the other individual problems studied. 
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In the psychological field, the Rorschach test was applied by Dr. Samuel J. 
Beck to 87 feebleminded individuals, and the resulting response patterns 
tabulated. 

“Character Building and Stealing” and “Training for the Profession of 
Parenthood” are the final two papers cf the group. 

Since the book is heterogeneously compiled some degree of repetition is 
to be expected, particularly in the papers in the social sciences. A consider- 
able range of interest is evidenced by the various workers, and by the 
author in his choice of papers for publication. The material of the first part 
of the book is arresting; the subsequent papers should repay those who are 
interested in the details of the individual subject matter. 

EstHerR L. RICHARDS, 


” 


Estudio Del Liquido Cefalo-Raquideo en los Paraliticos Generales Mala- 
rizodos. By Jose Pereyra KAFer. (Buenos Aires: Talleres Graficos, 
1932.) 

Dr. Kafer reviewed very carefully 89 publications on malaria therapy, 
and classified them according to the similarities in their findings. The first 
investigators paid special attention to the clinical picture and few or no 
changes were noted in the spinal fluid. After frequent lumbar punctures, 
they were able to appreciate that the modification of cerebrospinal fluid as 
a result of malaria therapy was of interest. 

In 1920, several cases were published where malaria therapy was studied 
for a short time following treatment. The cases that improved clinically 
showed reduced pleocytosis, specific reactions remained constant. Some found 
that the blood Wassermann, negative prior to treatment, became positive 
following. 

In the early investigations by Wagner von Jauregg, Muhlens, Weygandt, 
Kirschbaum, Plaut and Steiner, Veichbrodt, the changes in the spinal fluid 
were not mentioned, or when studied, there did not appear to be any 
modification. 

In 1923, Woorster, Draught, and Beccle, discussed the clinical finding in 
malaria treated patients, but did not refer to the analysis following treat- 
ment. In the same year, Kirschbaum and Kaltenback discovered that out of 
27 treated cases, 20 had reduced lymphocytes, later, reduction in globulin 
and finally diminished Wassermann reaction. Gertsmann considered two 
periods—the first, post-malaria therapy, during which there was a reduc- 
tion of lymphocytes and albumin, with persistent globulin, colloidal reaction, 
and Wassermann; second period, months or years later, showed a constant 
humeral syndrome. Nicholle and Steele found the same changes as Gertsmann. 

Sésary and Barbé, on the other hand, found spinal fluid modifications which 
did not parallel the clinical findings, and concluded that improvement in 
spinal fluid findings indicated the value of the treatment. 

Gertsmann studied Wagner von Jauregg’s malaria treated cases for two 
to three years after therapy was discontinued. Thirty-six patients with gen- 
eral paresis were inocculated with malaria; 24, or 66.6 per cent, had com- 
plete remission. Of these 24, he was able to analyze the spinal fluid of 14; 
II were completely negative and 3 slightly positive. 


1933] BOOK REVIEWS 219 


In 1929, Wagner von Jauregg finally concluded that specific reactions are 
always positive immediately following malaria therapy, but diminished little 
by little for two or more years. These same findings occur in malaria treated 
patients whether they have received specific treatment besides malaria 
therapy or not. He believes that such patients who show delayed spinal fluid 
improvement do not revert to their previous state, but that others run the 
danger of getting worse. 

V. Dimitri and Pereyra Kafer presented their results of malaria therapy 
before the First Latin-American Congress of Neurology, Psychiatry, and 
Legal Medicine, 1928, and came to the following conclusions: “ Of our 
malaria treated paretics, with clinical improvement or arrest of the process, 
we observed a definite modification of the spinal fluid. Except the lympho- 
cytes, there is no element in the spinal fluid picture which is modified con- 
sistently ; in some cases, the Wassermann is negative, in others, the globulin. 
Occasionally, we noticed the persistent clinical improvement with positive 
Lange reaction for six months, a curve similar to the one previous to 
malaria therapy. In the last case inocculated, the blood Wassermann negative 
prior to therapy became positive after the second rise in temperature.” 

Kafer concludes his bibliography by stating that the more recent spinal 
fluid studies have shown important modifications, especially in lymphocytes, 
albumin, and globulin, reduced or negative colloidal reaction, and Wasser- 
mann. The variability of the findings may be explained, for the most part, 
by the different periods in which the analyses were made. 

For his thesis, Kafer’s investigations: of the spinal fluid of malaria treated 
paretics were carried on at the Hospital Alvear and the Sanitarium Flores 
of Buenos Aires. Through Dr. V. Dimitri’s efforts, he was able to study 
17 cases, which he presents in detail, including each spinal fluid analysis. 
His observations are divided into four periods: 

(a) Malaria. When the patient is having chills and fever. Three cases 
studied. No. 9 died following first rise in temperature. In all three, reduced 
spinal fluid pressure and pleocytosis. (Nos. 9, 10, and 11.) Globulin dimin- 
ished, in one case (No. 10), and no change in the other two; gold sol reduced 
in two (Nos. 10 and 11), and no change in the other. No change in spinal 
fluid Wassermann. 

(b) First period post-malaria therapy, which comprises the year following 
the cessation of fever. Thirteen cases studied, increased pressure in one 
(No. 5). Increased, but later lowered in another (No. 17). Diminished in 
three (Nos. 8, 10, and 11). In the nine cases where cells were counted, there 
was diminished pleocytosis, globulin reaction, and Wassermann did not 
change in nine cases. Wassermann diminished in No. 7, became more posi- 
tive in No. 17. In six cases tested, Lange reaction persisted in Nos. 5, 13, 15, 
in Nos. 6 and 10 diminished, and later increased in No. 17. In No. 11, blood 
Wassermann was negative prior to therapy, and seven days following the 
last rise in temperature, became slightly positive, and ten days later became 
definitely positive. 

(c) Second period post-malaria therapy. The year following Period B. 
Spinal fluid pressure increased in No. 12, no change in No. 3, decreased in 
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Nos. Io and 13, increased lymphocytes (Nos. 3 and 6), decreased in four others. 
Globulin reaction—no change in five cases, spinal fluid Wassermann nega- 
tive (No. 3), and no changes in Nos. 6, 10, 12, and 13. Very little change in 
colloidal gold. 

(d) Late period, from the second year on following cessation of fever. 
Kafer was able to obtain five of the original seventeen cases for a study of 
the spinal fluid. Diminished pressure in No. 3, decreased pleocytosis in 
Nos. I, 3, 4, 11, and 16, negative globulin in Nos. 1, 3, 4, and 11, decreased 
in No. 16, spinal fluid Wassermann positive in Nos. 1 and 16, negative in 
the other three. Lange curve normal in Nos. 3 and 4, subnormal in No. 1, 
decreased in No. 16. 

From the above results, Kafer concludes that the most important modifi- 
cations of spinal fluid are, according to the periods, (a) Malaria period, 
diminished pressure and pleocytosis, (b) First post-malaria therapy period, 
diminished pleocytosis, (c) Second post-malaria therapy, diminished pleo- 
cytosis, (d) Late period, lymphocytes reduced to normal, negative globulin 
reaction, negative spinal fluid Wassermann (in three out of five cases), 
decreased or negative Lange reaction. 

Kafer believes that if the clinical and spinal fluid results are compared, 
in general there is not a close relationship. In the late period, (d), five 
patients showed definite parallel in clinical and spinal fluid changes, one 
remained stationary, Nos. 3, 4, and 11 much improved, and No. 16 improved, 
and the best clinical remission corresponded to the best spinal fluid remis- 
sion. (Three had negative Wassermann). In spite of this, patient No. 9, 
who died, showed decreased lymphocytes from 104 to 26. Kafer feels that 
the decrease in lymphocytes is the most constant change in the spinal fluid, 
but because of the results obtained in case No. 9, he feels that decreased 
lymphocytosis occurs in improved cases as well as in those that get worse. 
Because case No. 9 died does not seem sufficient evidence to prove that cases 
which get worse may also have reduced lymphocytes. 

JANET S. BARNES. 


Les Pionniers de la Psychiatrie Francaise avant et aprés Pinel, By Dr. RENE 
SEMELAIGNE. (Paris: Librairie J.-B. Bailliére et Fils, 2 vols., 1930, 32.) 
One of the greatest services the scientist can render is to keep alive the 
history of science. The new generation, infatuated with its problems may 
have scant time to reflect upon its obligation to its elders who pioneered 
along the same road, who perchance glimpsed the same goals. “In my 
admiration for my century,” said Grasset, “I do not forget this giant of the 
centuries past, upon whose shoulders rises our own that it may see beyond 
the horizon of its predecessors.” With this quotation Semelaigne begins 
his book. 

Most students would probably say that French psychiatry dates from 
Philippe Pinel. He stands at the threshold of the modern period ushered 
in by widespread reforms in both Europe and America in the treatment of 
the insane. It was the beginning of the humanitarian era. In the title he 
has chosen for his conspectus Semelaigne is therefore true to the logic of 
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chronology and he pays tribute to a great man whose life and work were 
the subject of his own earliest publication—his Thése de Paris (1888). With- 
out Pinel “ we should have had neither Esquirol nor the brilliant group of 
psychiatrists who were to carry forward the good message, and French 
psychiatry would have lacked its chief glory.” 

The two volumes of the present work aggregate 640 pages and contain 
biographical sketches of nearly a hundred men (22 before and 75 after 
Pinel), covering a period of four centuries, summarizing their teaching and 
reflecting the state of knowledge of their times. 

Among the precursers of Pinel it is curious to note that Daquin held that 
insane persons rarely committed suicide, believing that by the nature of their 
malady they would be unable so to lay plans as to turn aside suspicion and thus 
accomplish their purpose. 

Among those who followed Pinel we come upon more familiar names, 
we read of Esquirol (1772-1840) who in 1817 inaugurated the first clinical 
course in mental diseases at the Salpétriére, a course which attracted stu- 
dents from all parts of France and from other countries; of Ferrus (1784- 
1861) who found occasion to ridicule the methods of some of the early 
no-restraint extremists (“I have seen, even in Conolly’s hospital a padded 
cell where a violent epileptic was being subjected to no-restraint—four 
husky guards held him, each by one of his four extremities.”); of Falret 
(1794-1870) who drew particular attention to the succession of mania and 
melancholia as phases of a condition to which he gave the name folie cir- 
culaire; of Georget (1795-1828) who stimulated interest in post-mortem 
studies and under the designation paralysie chronique gave an excellent 
clinical description of paresis; of Calmeil (1798-1895) who noted the 
occurrence of syphilis in paralytic cases, set up the concept paralytic géné- 
rale and devoted many years to its study; of Brierre de Boismont (1798- 
1881) of vast erudition, voluminous writer on every aspect of mental 
disorder; of Bayle (1799-1858) who shares with Calmeil the honor of 
developing the concept of general paralysis of the insane as a disease entity; 
of Moreau de Tours (1804-1884) whose experiments with hachisch created 
the mid-nineteenth century vogue of that drug; of Baillarger (1809-1890) 
under whose sponsorship originated in 1843 the Annales Médico-Psycho- 
logiques which has been published continuously since; of Morel (1809-1873) 
who emphasized the importance of heredity in mental disease, and in whose 
text book (1860) occurs for the first time the expression “dementia 
precox.” 

We come to volume two. Says Semelaigne: “ Among the authors here 
discussed some were my teachers, with most of them I have been associated, 
and my father has often talked to me of those whom I did not know.” 
Chiefly they are the builders of French psychiatry during the second half 
of the nineteenth century. It is a rich story to which only a few references 
can be made. 

Laségue (1816-1883) adhered to the somatic school; mental disease “is 
entirely the organic effect of certain morbid states of the brain.” He insisted 
that in teaching and practice mental medicine should not be separated from 
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general medicine. He studied the double personalities of hysterics and 
described folie deux. 

It was doubtless from the elder Semelaigne (1820-1898) that our author 
derived the stimulus to his own interest in historical matters. Armand 
Semelaigne’s studies on mental disease in antiquity ran through the years 
1864-68 of the Journal de Médicine Mentale, on which he had been an active 
collaborator from its foundation in 1861. These studies covered the Hippo- 
cratic and greco-latin periods and gave an exposition of Roman law rela- 
tive to insanity. 

Charcot (1825-1893) was primarily a neurologist. For him in 1882 was 
created the chair in nervous diseases at the Salpétriére, when for some 
twenty years he had been chief of service. Here he carried on his studies 
on hysteria, by which he doubtless became most widely known. It is worth 
noting that Charcot himself pointed out that hysteria is in large part a mental 
disability. “ This is one of the aspects of the disease which must never be 
neglected if one wishes to understand and to treat it.” Again: “ The phe- 
nomenon of autosuggestion is easily produced; it readily attains considerable 
proportions, and may end in the objective realization of the symptoms 
imagined.” Contrary to generally accepted opinion, Charcot indicated the 
frequency of hysteria in the male. He set forth the nature of the traumatic 
neuroses ; he showed the relation of tics to obsessional states. ‘“‘ The motor 
tic is the double of the tic of ideas.” To Charcot we owe the beginning of 
scientific psychotherapy. His paper—La foi qui guérit—appeared in The 
New Review (London) in 1892. 

Fournier. (1832-1914), a pupil of the celebrated Ricord (the “ Voltaire of 
pelvic literature”) had accepted the syphilitic origin of tabes as early as 
1875. Extending his studies to include general paralysis he found “so many 
similarities both in the development and in the outcome of the two diseases 
that it was quite natural to assume, at least provisionally, a similar etiology 
for both.” With his steadily increasing statistics the probability strengthened 
until he “reached the conviction that an intimate relation exists between 
general paralysis and syphilis, and that syphilis produces general paralysis 
just as it produces tabes.” Fournier’s paper, “ General Paralysis of Syphilitic 
Origin,” appeared in 1878. 

Bernheim (1840-1919) was not a psychiatrist, but he placed psychiatrists 
much in his debt. Appointed to the chair of medicine at Nancy in 1879, he 
became the chief exponent of the “ Nancy School.” Indeed he was the 
Nancy School. He stands pre-eminent among the pathfinders in psycho- 
therapy. Bernheim developed the technique of waking suggestion which he 
recognized as the soundest form of psychotherapy. He disputed and in fact 
discredited certain teachings of the school of the Salpétriére (Charcot), as, 
for example, the independent occurence of the dramatic stages of hysteria 
which had been set up as the typical pattern of the disease. The socalled 
stigmata, he declared, either do not exist or have been produced by “ uncon- 
scious medical suggestion.” One of his most significant teachings was the 
facility with which iatrogenic symptoms may be produced. Bernheim’s 
“Hypnotism, Suggestion, Psychotherapy,” which went through three edi- 
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tions (1891, 1903, 1910) is one of the best books which has been written on 
the subject. 

Grasset (1849-1918) introduced a new concept of the medicolegal aspect 
of crime which was of far reaching significance. He combatted the tradi- 
tional “doctrine of the two blocs” which postulated a sharp dividing line 
between sanity and insanity and according to which a person must be either 
sane or insane with no intermediate possibilities. It was the intermediate 
possibility that Grasset insisted upon in his discussion, “ Demi-fous et demi- 
responsables,” which appeared in 1906. This concept, which makes room 
for mental states with “diminished responsibility,” though liable to abuse, 
is indispensable if one would square legal use with clinical facts. Grasset’s 
plan, outlined in 1912, for dealing with criminal border types still deserves 
the serious consideration of criminologists and legislators. “The law should 
make mandatory the confinement, in special hospitals, of semi-responsible 
criminals at their first offense, and should provide for their detention under 
treatment, not pending any determinate sentence but until they are cured, 

. which means in certain incurable cases throughout the lifetime of the 
criminal,” 

To review a work of this character is like reviewing the encyclopedia. One 
can only mention more or less arbitrarily certain names. Semelaigne has 
written charmingly of the men he knew and of the generations gone before; 
he has preserved the human side of French psychiatry and has appraised the 
builders and their work with affection and fairness. His book is testimony of 
his own place among them. We may say of him as he said of Victor 
Parant, “qu'il a le culte de ceux qui furent nos initiateurs, les anciens 
aliénistes,” that he has constrained the young to honor their memory, to 
knows them well “dans leur vie, dans leurs oeuvres, dans tout ce qu’ils ont 
fait de bien, de bon et de beau.” 


C. B. F. 


The Effort for Mental Health in the State of Illinois. (Illinois Board of 
Public Welfare Commissioners. 1932.) 


In a compact brochure of our hundred pages, The Illinois Board of Public 
Welfare Commissioners, under the Chairmanship of Mr. Willoughby G. 
Walling, presents a survey of the entire field of psychiatry and mental 
hygiene in Illinois today. Here is made accessible all essential information 
concerning the state program in its various activities in the mental health 
aspect of public welfare. 

Among the subjects discussed are the state hospitals, the institutions for 
the mentally deficient, the office of the state alienist and the Illinois Psy- 
chopathic Institute, the state criminologist and the Institute for Juvenile 
Research, private mental hospitals, general hospitals in their relation to 
psychiatry, mental hygiene clinics, and the function of psychiatry in general 
medicine and nursing, social work, the universities, courts and schools. 

Charts are presented to show interrelations of the various welfare activi- 
ties, with data relative to work accomplished and in prospect. 

C. B. F. 
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jn Memoriam, 


ALBERT E. BROWNRIGG. 


On May 3, 1933, Dr. Albert E. Brownrigg, Medical Officer in 
charge of the Veterans’ Administration Hospital at Sheridan, 
Wyoming, died at his home in Nashua, New Hampshire, after a 
brief illness. 

Dr. Brownrigg was born at Picton, Nova Scotia, on September 
28, 1872, received his early education in the Picton Academy and 
Provincial Normal School and his medical training at Baltimore 
Medical College and Harvard University. Following graduation he 
took post-graduate work at the New York Post-graduate Hospital 
and later became Assistant Physician in the New Hampshire State 
Hospital. He served also as consulting neurologist and psychiatrist 
at the Hillsbury County Hospital, the Peterboro Hospital and St. 
Joseph’s Hospital at Nashua, New Hampshire. From 1go1 until 
entering the Army during the World War, Dr. Brownrigg was 
Superintendent of the Highland Spring Sanatorium, Nashua, New 
Hampshire. In the military service he attained the rank of Major 
and was Commanding Officer of Fort Porter from June 1918 
until January 1919. Leaving the Army he returned to Nashua 
where he continued his connection with the Highland Spring Sana- 
torium until the autumn of 1926 when he entered the Veterans’ Ad- 
ministration Service. Because of his outstanding ability he rose 
rapidiy, soon becoming Chief of the Neuropsychiatric Service at 
the Veterans’ Administration Diagnostic Center, Washington, D. C., 
and finally Medical Officer in Charge at the Veterans’ Administra- 
tion Hospital at North Chicago, Illinois. From there he assumed 
charge of the Veterans’ Administration Hospital at Philadelphia 
and later the Hospital at Sheridan, Wyoming. 

Dr. Brownrigg held memberships in the following societies: 
The New Hampshire Medical Society, The Massachusetts Medical 
Society, The American Medical Association, American Psychiatric 
Association, New England Society of Psychiatry and the Boston 
Society of Neurology and Psychiatry. 
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In his passing, the Veterans’ Administration loses one of its 
most efficient medical officers and administrators, the Hospital at 
Sheridan, a friend and counsellor, and his colleagues in the medical 
profession, a distinguished member. 

Cuas. M. GriFFITH, 
Medical Director, Veterans’ Association. 


DR. OWEN COPP. 


The sudden death of Dr. Copp in Seville, Spain, on April 19, 
1933, removed another past President of The American Psy- 
chiatric Association. 

Dr. Copp was born in Salem, New Hampshire, in 1858, gradu- 
ated from Dartmouth College in 1881 and from Harvard Medical 
School in 1884. 

He went in 1885 to the Taunton State Hospital where he 
served as assistant physician and was assistant superintendent and 
where he married Hattie Grace Sargent of Methuen, Massachu- 
setts. 

When the Hospital for Epileptics (now the Monson State 
Hospital) was authorized by the legislature Dr. Copp was chosen 
as superintendent to direct the work of construction and remodel- 
ling. The hospital was opened in June, 1898, and was the third of 
its kind in the country. 

In the next year he was appointed executive officer of the newly 
formed Massachusetts State Board of Insanity. The character and 
confidence that was felt in him built up an esprit de corps in the 
entire state institutional personnel. In 1900 he recommended to 
the legislature a program of state care which became effective 
June 1, 1904. He outlined a program to take care of three kinds 
of patients—the acute and curable, the chronic and the colony 
group. In pursuance of his policy he opened the first colony at 
Gardner in 1902. With the beginning of state care a support divi- 
sion was inaugurated which has collected at times over a million 
dollars a year. 

In 1908 in a special report he discussed the need of a psycho- 
pathic hospital for scientific research, medical education, out- 
patient service. In another division of the report he advocated 
temporary detention. In a third division he advocated a metro- 
politan hospital for at least 2000 patients. 
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In 1909 a state pathologist—a momentous appointment—was 
installed and laboratory facilities increased. His other accomplish- 
ments in Massachusetts are so well incorporated in the present 
Massachusetts system that they need not be given here. 

In 1911 Dr. Copp began the second great division of his profes- 
sional work as he came to Philadelphia to become physician-in- 
chief and superintendent of the Department for Mental Diseases 
of the Pennsylvania Hospital. His constructive interests at once 
came to the front; he rebuilt and remodelled old buildings and 
developed a new staff. Through all his Philadelphia administra- 
tion he aimed at a building which should embody the latest psy- 
chiatric ideas and from 1922 to 1929 he was relieved of adminis- 
trative responsibilities and gave his full time as consultant in charge 
of the building of the new institute which remains as his monument. 
His influence in Pennsylvania outside of Philadelphia was felt 
in the revision of Pennsylvania laws, in state work in mental 
hygiene and in a series of papers which dealt with fundamental 
community needs from the psychiatric point of view. 

In 1921, appropriately at the meeting in Boston, he was Presi- 
dent of The American Psychiatric Association. 

Dr. Copp was known for his ability to throw himself fully into 
all his interests. His energy seemed boundless. He was the ad- 
visor for many who came from a distance to consult him on prob- 
lems of hospital administration. 

For three years before his death he was able to travel with un- 
diminished strength through the countries about the Mediter- 
ranean. His friends are glad to remember this successful close of 
an optimistic, hardworking, unselfish life. 

Eart D. Bono. 


